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N A PREVIOUS communication,’ 24-hour 
levels of urinary total neutral 17-keto- 
steroids, as well as those of the fractions 
C,,O, (11-desoxy derivatives, strong an- 

drogens) and C,,O; (11l-oxygenated metabolites, 
weak androgens ), before and after prednisone ther- 
apy, were reported in a small group of women with 
hirsutism. Total neutral and C,,O, 17-ketosteroids, 
although generally higher than in normal controls, 
were not consistently elevated. C,,O. fractions were 
always above normal, an observation of interest, 
since the C,,O, fraction contains metabolic end- 
products of weakly androgenic substances (11-,- 
hydroxyandrosterone, 11-ketoandrosterone, 11-8-hy- 
droxyetiocholanolone, and 11-ketoetiocholanolone ) 
and the C,,O0. 17-ketosteroids include metabolites 
of strongly androgenic precursors (androsterone, 
etiocholanolone, and  dehydroepiandrosterone ). 
Prednisone, in appropriate doses, lowered C, QO. 
fractions to or almost to normal levels and also re- 
duced or eliminated excess hair growth. We have 
now had considerably more experience with this 
problem and would like to report a method of clini- 
cal management. 


Method 


This report includes 45 women with hirsutism 
and 16 normal controls. After a complete history 
was taken and physical examination was done, the 


Forty-five women with hirsutism were com- 
pared with 16 normal women as to various 
clinical features and laboratory findings, par- 
ticularly the 24-hour urinary output of 11- 
desoxy, 11-oxygenated, and total neutral 
17-ketosteroids. In seven of the patients the 
hirsutism was part of a surgically verified 
Stein-Leventhal syndrome; in 22 it was asso- 
ciated with irregularities of menstruation. 
There were also 16 patients in whom the 
hirsutism, generally less severe than in the 
others, coexisted with regular menstrual 
rhythm. Prednisone, in daily doses of 7.5 to 
15 mg., reduced total neutral 17-ketosteroid 
excretion to normal in all patients and gave 
fair to good improvement as to hirsutism in all 
patients treated with it. Amenorrhea, oligo- 
menorrhea, and menometrorrhagia respond- 
ed remarkably to prednisone. The clinical 
results were gratifying. Physiologically they 
strengthen the belief that in hirsutism of this 
type the ovarian changes are secondary to 
primary changes in the adrenals. 
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following laboratory studies were performed: com- 
plete blood cell count, routine urinalysis, and de- 
termination of sedimentation rate, serum protein- 
bound iodine level, cholesterol level, 3-or-5-hour 
glucose tolerance, 24-hour urinary estrogen level, 
gonadotropin level, corticoid level, and total amount 
of neutral 17-ketosteroids with C;,0. and C490; 
fractions. Seven patients had surgically proved 
Stein-Leventhal syndrome; 14 of 22 women who 
menstruated irregularly were thought to have the 
same type of ovaries, on clinical grounds, as were 
2 of 16 patients with regular menstrual rhythm. 
Total body hirsutism was graded 1 to 4 according 
to areas involved and density and coarseness of 
growth. 

The level of total neutral 17-ketosteroids was 
measured by a modification of the Zimmerman 
technique after acid hydrolysis, and fractions were 


TaBLe 1.—Urinary Levels of 17-Ketosteroids, in Milligrams 
of Androsterone per Twenty-four Hours, in Sixteen 
Normal Control Subjects 


17-Ketosteroids 


Total 


Fractions 


Case Neutral CuOe 
sek 15.7 4.9 3.9 


Mean 101 ‘ 3.8 
Range 6.2-15.7 156.1 1.8466 
determined as follows: aliquots of a 24-hour urine 
sample, refrigerated without preservative, were 
boiled under reflux for 10 minutes and cooled to 
room temperature; 4% by volume of 5 N acetate 
buffer was introduced and the specimen was 
brought to pH 5.0 with acetic acid. Beef liver 
B-glucuronidase (Ketodase), 8% of the original 
urine volume, and 30 ml. of chloroform per 100 ml. 
of the original volume were added. Incubation was 
carried out for 18 hours at 48 C; chloroform and 
urine were separated, and the chloroform was set 
aside. The urine phase was extracted with equal 
amounts of chloroform in automatic extractors * for 
18 hours at room temperature; the chloroform was 
drawn off, added to that set aside previously, and 
washed three times with 50 to 100 ml. of 0.1 N 
sodium hydroxide and three times with 50 to 100 
ml. of distilled water. Anhydrous sodium sulfate 
was added, and approximately 30 minutes later the 
solution was filtered and brought to dryness in a 
vacuum. 
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The dried residue was taken up in 10 to 15 ml. 
of chloroform, transferred to a test tube, dried in a 
stream of air, and dissolved in 10 to 20 ml. of 95% 
ethyl alcohol. A Zimmerman determination was run 
on an aliquot, after which an amount containing 
approximately 1.0 mg. of 17-ketosteroids was dried 
in a test tube to 0.1 to 0.2 ml. and transferred to the 
starting line of 2-cm. strips of Whatman no. 1 
paper, the test tube being washed two times with 
0.1 to 0.2 ml. of 100% methyl alcohol. Chromato- 
graphic separation was performed for eight hours 
in a toluene-propylene glycol system described by 
Burton and co-workers,* with use of the descending 
method, with a second strip containing 50 meg. of 
11-ketoetiocholanolone as a_ reference standard. 
Specimen overflow was collected in a beaker. The 
control strip was dried, stained in the dark with 
2.5 N potassium hydroxide followed by 2% M-dini- 
trobenzene, and compared with the strip containing 
the unknown, which was cut 5 cm. below the 
standard stain. The upper portion of paper con- 
tained C,,O0, 17-ketosteroids, whereas the lower 
portion and drippings in the beaker included C,,O2 
17-ketosteroids. Sections of paper were eluted with 
methyl alcohol, drippings were added to respective 
specimens, dried, and taken up with 2 ml. of ethyl 
alcohol, and Zimmerman procedures were _per- 
formed. 17-ketosteroid levels obtained by enzyme 
hydrolysis were approximately 10% higher than 
those obtained after acid hydrolysis. Values for 
fractions accounted, on the average, for 90% of 
enzyme levels. 

The initial dose of prednisone was usually 5 mg. 
two times a day, and enough was given daily to 
reduce C)9O. levels to or to below normal. Therapy 
continued until hirsutism disappeared or until max- 
imum benefit was achieved. 

Excess hair was depilated with wax prior to and 
as required during prednisone therapy so that com- 
parative hair-containing wax specimens were avail- 
able. The advantage of concurrent wax depilation 
is illustrated by two patients with marked hirsutism; 
one had a masculinizing tumor of the ovary re- 
moved, and the second had bilateral adrenalectomy 
for adrenocortical hyperplasia. Hair loss was insig- 
nificant for two months, but one wax depilation 
resulted in no abnormal hair regrowth. In some 
patients, after four to eight months of treatment, 
when most of the hirsutism had disappeared, the 
few or many coarse black hairs which remained, 
particularly about and under the chin, were re- 
moved by electrolysis. 


Results 


Table 1 lists urine levels of total neutral 17-ke- 
tosteroids and C,yO. and C,,Oz fractions, expressed 
as milligrams of androsterone per 24 hours, in 16 
normal women with no hirsutism and with normal 
menstrual function. The levels of total neutral] 17- 
ketosteroids varied between 6.2 and 15.7 mg., with 
a mean value of 10.1 mg.; the C,gO, fraction 
showed a range of 1.5 to 6.1 mg., with a mean of 
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3.9 mg.; and the levels of C,,03; 17-ketosteroids 
ranged between 1.8 and 6.6 mg., with a mean of 
3.8 mg. Normal adult males excrete over 6 mg. of 
the C,,O. fraction in 24 hours. 

Table 2 depicts data in seven women with sur- 
gically proved Stein-Leventhal syndrome. Column 
7 indicates the daily dose, and column 8 lists total 
days of prednisone therapy immediately prior to 
the repeat study. Column 12 shows total days of 
therapy at time of writing or completion of treat- 
ment. Improvement in menses required 60 to 180 
days of treatment. As emphasized by Stein * in his 
many reports on the subject and by others,’ obes- 
ity, menstrual irregularity, and hirsutism, although 
commonly seen, need not all be present in any one 
patient despite typical ovarian findings. The levels 
of total neutral 17-ketosteroids ranged between 
12.6 and 31.8 mg. preoperatively, with a mean of 
21.4 mg.; levels of the C,,O. fraction were in a 
range of 7.7 to 13.9 mg., with a 12.7-mg. mean; and 
high and low values for the C,9O; fraction were 
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ship to wedge resection. Whereas significant post- 
operative reduction in 17-ketosteroids and fractions 
occurred in the patient in case 19, the C,9Ox. level 
remained considerably above normal until pred- 
nisone was administered. The patient in case 22 
showed no change in total levels after wedge 
resection but dramatic improvement in all values 
after therapy with prednisone. 

The patient in case 17 was hypothyroid, and the 
patient in case 20 had a diabetic glucose tolerance 
curve; two subjects, those in cases 18 and 22, 
showed elevated levels of urinary estrogens, and 
the patient in case 23 had elevated estrogen and 
gonadotropin levels, findings of doubtful correla- 
tive significance. 

Table 3 lists clinical data in 22 patients with 
hirsutism and menstrual dysfunction, including 
amenorrhea, oligomenorrhea, and menometror- 
rhagia. Fourteen excreted over 15 mg. of total 
neutral 17-ketosteroids (mean, 17.8 mg.), and 13 
of 17 showed level of the C,,0. fraction of over 


TaBLeE 2.—Urinary Levels of 17-Ketosteroids, in Milligrams of Andosterone per Twenty- 
four Hours, Before and During Prednisone Therapy in Seven Patients with Stein-Leventhal Syndrome 


Before Therapy 


17-Ketosteroids Level 


17-Ketosteroids Level During Therapy 
Hirsut- Fractions Predni- Fractions Total - 
ism, Menstrual Total sone, Daysof Total — ——~ Daysof  Hirsut- 
Case Grade Status Neutral CieO2 (i003 Mg./Day Therapy Neutral C02 CisO3 Therapy ism Menses 
4 Irregular 24.8 10 79 7.4 1,2 0.8 320 Good Regular 
Drives yehes ences 4 Regular 20.5 13.9 4.3 7.5 130 4.0 2.8 1.5 448 Fair xt 
19 (postoperative) 3 Regular 17.1 13.9 12.8 
14.0 8.5 7.8 7.5 55 9.2 3.4 5.8 147 Good ae 
er 3 Irregular 27.0 1.6 15 28 10.0 10.1 6.8 147 Fair Regular 
ee Te eee ee 3 Irregular 16.0 12.6 3.3 10 30 10.5 6.9 2.9 360 Good Regular 
31.8 
22 (postoperative) 2 Irregular 31.8 15.4 7.6 10 17 4.1 13 4.1 163 Good Regular 
Irregular 12.6 12.4 4.5 10 32 9.1 284 Regular 
12.6-31.8  7.7-13.9 1.6-12.8 4-10.5 1.1-10.1 0.8-6.8 


12.8 and 1.6 mg., respectively, with a mean of 5.7 
mg. The levels of the C,,O. fraction were elevated 
in every patient, whereas those of the C,,O; frac- 
tion were normal in four of six subjects, suggesting 
that the latter measurement is Jess reliable in dif- 
ferentiating patients with hirsutism and_ Stein- 
Leventhal syndrome from normal persons. 

Prednisone, in daily doses of 7.5 to 15 mg., re- 
duced total neutral 17-ketosteroid excretion to nor- 
mal in all patients and that of both fractions to or 
to near normal levels in all but one woman (treated 
sporadically because of nausea and epigastric dis- 
comfort and shown later to have peptic ulcer), 
suggesting an adrenal etiology. The mean C,,O. 
level decrease was greater than that of C,gO; but 
of the same order of magnitude as that of the total 
neutral 17-ketosteroids. 

Patients graded their own decrease in hirsutism; 
four rated good, and three claimed fair but satis- 
factory results. Menstrual abnormalities improved 
in all five women who originally had irregular 
menses; there was no important temporal relation- 


6 mg. (mean, 8.9 mg.); lower levels generally cor- 
related with lesser grades of hirsutism. The C,yOx 
17-ketosteroid levels did not correlate as_ well 
(mean, 5.8 mg.). 

Prednisone, 7.5 to 15 mg. per day for 19 to 219 
days, reduced the level of total neutral 17-keto- 
steroids to normal in all of 13 patients, that of the 
C,,0. fraction to below 6.0 mg. in 10 of 11 sub- 
jects, and that of C,yO, to below 6.6 mg. in 10 of 
11 women; the unresponsive patient also had no 
improvement in menstrual function. Ten of 13 
women rated improvement in hirsutism as good and 
3 as fair. Amelioration of menstrual abnormalities 
was dramatic; 13 of 14 women responded favor- 
ably to treatment. 

Obesity was present in nine patients, two of 
whom had diabetic glucose tolerance curves; three 
women excreted excessively high levels of estrogens 
and gonadotropins, two showed high levels of es- 
trogens, one excreted increased levels of gonado- 
tropins, and two had slightly elevated levels of 
urinary corticoids. 
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Clinical and laboratory data in 16 patients with 
hirsutism and regular menstrual] rhythm are shown 
in table 4. Hirsutism was generally less than in 
preceding groups. The levels of total neutral 17- 
ketosteroids were above 15 mg. in only 4 women 
(mean, 13.3 mg.), and those of the C, gO, fraction 
were above 6.0 mg. in 9 of 14 subjects (mean, 
6.5 mg.). The low level in the patient in case 
52 likely was due to laboratory error, since only 
25% of the total enzyme value was recovered. 
Levels of C,,O, were above normal in seven and 
within the normal range in seven women (mean, 
5.5 mg.). The patient in case 47 showed some re- 
growth of facial hair with cessation of prednisone 
therapy; the patient in case 52 developed acne with 
doses above 5 mg. per day. We cannot determine 
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extensive generalized hirsutism excreted 2.1 mg. of 
total 17-ketosteroids, 0.6 mg. of C,gOQ., and 2.6 
mg. of C1903. 

Two women undergoing menopause, with facial 
hirsutism since onset of amenorrhea, showed total 
levels of 11.1 and 13.3 mg., C,gO. values of 3.3 and 
5.8 mg., and C,,O, levels of 5.2 and 8.5 mg. Hair 
growth involved the chin and upper lip, with little, 
if any, elsewhere. Normal C,,O, levels in these 
patients suggest an extra-adrenal etiology. Two 
female pseudohermaphrodites, with surgically 
proved adrenocortical hyperplasia, were studied. 
One, 5 years old, showed total levels of 29.2, a 
C190. level of 12.8, and a C,,O; level of 13.9 mg. 
Ten mg. of prednisone per day for 30 days de- 
pressed the total] level to 24.0 and that of C,,O. to 


Tasie 3.—Urinary Levels of 17-Ketosteroids, in Milligrams of Androsterone per Twenty-four 
Hours, in Twenty-two Patients with Hirsutism and Abnormal Menstrual Function 


Betore Therapy 
A... 


17-Ketosteroids Level 
— 


Fractions 
Hirsutism, Total - - Prednisone, 
Case Grade Neutral (1903 Mg. Day 

4 20.2 8.1 0 

4 18.5 4.2 0 
errs 3 21.6 10.5 59 10.0 
3 3.2 5.2 
3 26,2 16.8 7.2 1 

3 17 10 
3 25.7 14.6 10 

3 22.2 = 10 
3 17.8 10 
3 27.4 13.2 6.6 10 

2 17.5 14.8 7.5 
Ee ? 15.1 7.1 3.9 10.0 
2 8.2 58 3.9 0 
2 Ho 4.0 15.0 
10.3 2.8 7.0 
err 2 18.4 i 4.2 0 
2 105 3.5 2.7 
Seer ? 91 7.0 1.9 0 
1 6.2 2.5 

Mean 17.8 5.8 
Range 8.2-37.8 2.8-17.5 1.9-14.8 


17-Ketosteroids Level 


uring Therapy 
—_ 
Fractions Total Final Results 
Days of Total —~ Daysof — 

Therapy Neutral (1908 Therapy Hirsutism Menses 
bu 5.4 3.8 3.6 234 Good Improved 
6 208 Good Improved 
6.8 265 Good Improved 
67 6.3 2.6 3.5 4120 Good Improved 
28 i2.3 5.6 6.0 370 Good Imnproved 
ag 8.5 5.7 3.2 388 Fair Improved 
35 5.9 2.2 3.3 268 Good Improved 
41 7 3.7 24 302 Fair Improved 
219 7.0 ; aa 357 Fair Improved 
175 5.2 2.9 3.1 250 Good Improved 
26 9 5.2 1.8 236 Good Improved 
19 4.1 3.7 33 406 Good linproved 

a5 12.7 75 7.6 633 Good Unchanged 
--- 120 Improved 

7.1 4.1 6 
4.1-12.7 1.8-7.6 


“Clinical impression, Stein-Leventhal syndrome. 


the incidence of hair regrowth as vet, but 17-keto- 
steroids and fractions remained normal a minimum 
of 12 months in some patients. Acne was trouble- 
some in three instances with doses of over 5 mg. 
per day, when original C,,O. levels were normal. 

Data are available in a few patients with hir- 
sutism associated with other conditions. One of us 
(W. H. P.)° reported hirsutism of typical distribu- 
tion in children with hypothyroidism, which disap- 
peared after six to eight months of thyroid therapy: 
two untreated children were studied. A 9-year- 
old girl showed total neutral levels of 5.7 mg., with 
that of C,,O. 1.3 mg. and that of C,,O, 2.4 mg.; a 
9-year-old boy had similar values of 4.3, 1.5, and 
2.7 mg. respectively. No control values for children 
of similar age are available, but these levels appear 
to be normal, suggesting an extra-adrenal etiology. 
Similarly, a 4-vear-old girl with hypertelorism and 


3.0 mg. but raised that of C;,O; to 19.5 mg. Reduc- 
tion in the level of the C,,0. fraction is under- 
standable on the basis of adrenocortical suppres- 
sion, but the rise of that of the C,,O, moiety is 
difficult to explain. The other, aged 7 years, who 
incidentally showed gross and microscopic Stein- 
Leventhal changes in the ovaries, had no fraction 
levels determined prior to treatment, but total 
levels were as high as 24.5 mg. After treatment with 
7.5 mg. of prednisone per day the total level fell to 
10.5 and that of the C,ygO. and C,,O. fractions fell 
to 3.0 and 3.5 mg, respectively. 


Comment 


The ratio of C,gO. to C,,O, 17-ketosteroids var- 
ied markedly within the normal group, but mean 
values were almost identical. No normal control 
excreted over 6.1 mg. of C,yO., and all of seven 
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normal males demonstrated higher 24-hour levels. 
In the group with Stein-Leventhal syndrome, mean 
total and C,,0. levels were over two times normal, 
21.4 and 12.7 mg., respectively, similar to the mean 
of all patients with grades 3 and 4 of hirsutism, 
19.2 and 11.7 mg., in contrast to figures of 14.4 and 
6.6 mg. in women with grades 1 and 2 hirsutism. 
Since five of seven patients with Stein-Leventhal 
syndrome had grades 3 or 4 of hirsutism, it is pos- 
sible that high C,,O. levels correlate better with the 
degree of hirsutism than with the presence of Stein- 
Leventhal syndrome. However, a patient without 
hirsutism, as in case 23 (table 2), showed an 
elevated C,,O. level, and the patient in case 19 
demonstrated a fall in this hormone after wedge 
resection, suggesting some contribution of Stein- 
Leventhal svndrome to the elevated values. 
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addition to female pseudohermaphrodites with 
Stein-Leventhal syndrome already reported,’ we 
described another child earlier in this paper. 

We agree with Stein that surgical exploration is 
not always necessary to establish the diagnosis of 
Stein-Leventhal syndrome, but it may be assumed 
in young women with amenorrhea, oligomenorrhea, 
or menometrorrhagia, hirsutism, and enlarged ova- 
ries in whom other causes of hirsutism have been 
eliminated. The level of urinary neutral 17-keto- 
steroids may be within the normal range, but, of 
17 patients with proved and presumed Stein- 
Leventhal syndrome, 16 showed levels of the C,,O. 
fraction above 6.0 mg. Obesity, uterine hypoplasia, 
and/or underdeveloped breasts may also coexist. 
Ovarian enlargement may not be detectable on 
pelvic examination, and other diagnostic tech- 


Taste 4.—Urinary Levels of 17-Ketosteroids, in Milligrams of Androsterone per Twenty-four 
Hours, in Sixteen Patients with Hirsutism and Regular Menses 


Betore Therapy 


17-Ketosteroids Level 
Fractions 
Hirsutism, Total — Prednisone, 
Case Grade Neutral C19Os My. Day 

0 
3 14.1 8.3 0 
er 2 12.4 §.5 8.2 0 
2 21.3 3.31 1.3t Ww 
1 12.4 140 7.4 0 
1 6.3 3.1 2.6 
] 15 7.4 0 
1 13.5 6.4 3.0 0 
] RL 0 

Mean 13.3 6.5 5.5 
Range 6.3-21.3 3.1-10.0 1.3-8.4 


17-Ketosteroids Level 
During Therapy 


Fractions Total Final Results 
Days Total - Days of -—— 
Therapy Neutral Therapy Hirsutism Menses 
oo 9.1 4.2 1.3 32) Good 
B60 4.9 Good 
42 4.5 Good, but 
regrowth 
67 9.9 1.9 7.38 869 Good, but 


* Clinical impression, Stein-Leventhal syndrome. 
+ Laboratory error, only 25% recovery. 


The dramatic reduction of levels of total and 
fractional 17-ketosteroids after prednisone therapy, 
the relatively small change in these levels incident 
to ovarian surgery, the improvement in menstrual 
status but not hirsutism after wedge resection of 
ovaries, the beneficial effects of prednisone on both 
hirsutism and menstrual function, and the common 
association of adrenocortical hyperfunction and 
Stein-Leventhal syndrome fortify our feeling that 
the adrenal disorder is primary and that ovarian 
changes either follow or develop concurrently.’ In 
this connection, Najib and associates * reported a 
case of Stein-Leventhal syndrome in a woman with 
adrenocortical carcinoma. We also have seen such 
an individual * and now have a second, a 30-vear- 
old woman, but with a benign androgen-producing 
adrenocortical tumor. The level of total neutral 
17-ketosteroids was 68.6 mg., with that of C, 0. 
29.2 and that of C,,O, 29.5 mg. Furthermore, in 


niques, culdoscopy and/or pneumoperitoneum and 
x-ray, may be required. We believe that medical 
therapy should be attempted before wedge resec- 
tion is performed. The patients in case 35 (table 3) 
and in case 22 (table 2) were identical 18-vear-old 
twins with amenorrhea. The first-mentioned had 
ovarian wedge resection, followed by several bleed- 
ing episodes at grossly irregular intervals. They 
were both given prednisone, and almost completely 
regular menstrual rhythm was established in both. 

Once the diagnosis is established, treatment 
should be initiated early to prevent or delay 
permanent ovarian damage. Prednisone is the drug 
of choice at present and should be administered in 
required doses for at least 6 to 12 months. If 
menstrual status improves, therapy should be con- 
tinued for a longer, but as vet undetermined, period 
of time. The scheduling of ovarian wedge resection, 
if indeed it is to be done at all, must denend on 
the good judgment of the clinician. The dailv dose 
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of hormone is determined by clinical results and 
urinary 17-ketosteroid levels determined monthly, 
commencing with 10 mg. per day and adjusting by 
increments of 2.5 mg. The level of total neutral 
17-ketosteroids should be maintained between 6 
and 10 meg., and that of the C,,O. fraction should 
be suppressed below 5 mg. Prednisone metabolites 
affect 17-ketosteroid levels insignificantly.” 


Major grades of hirsutism were found in 10 to 


15% of 584 unselected hospital admissions,'" and 
clinical experience corroborates the frequency of 
this distressing condition. It may be localized or 
predominate in one or more areas, or it may be 
distributed widely; the significance of distribution 
variation is not clear. It usually commences at 
adolescence or in the early teens and progresses at 
a characteristic rate to some predetermined but 
indefinite limit. Unfortunately, we did not map 
hair distribution, so our observations are less ob- 
jective than we would like; however, certain con- 
clusions may be drawn from our data. 17-Keto- 
steroid and fraction levels were unrelated to pat- 
terns of hair distribution, excepting as indicated 
earlier. Higher levels generally were associated 
with wide distribution, dense growth, and coarse 
hair. It is clear that systematic hair mapping, 
including areas involved, quality, and density, as 
suggested by Shah,'' must be correlated with 
clinical and laboratory findings. 

Fair to good improvement in hirsutism was 
noted in all patients treated with prednisone, but 
different areas responded variously. Hair on the 
chin, thigh, and, occasionally, upper lip was most 
resistant, whereas that on the sides of the face 
disappeared most quickly and completely. Three 
to four weeks after initiation of therapy, wax 
depilation was performed, and this was repeated as 
frequently as required. After approximately six 
months, any coarse hair which remained, usually 
under the chin, was removed by electrolysis. The 
incidence of recurrence is not known; however, in 
three patients it commenced immediately after 
cessation of therapy, and prednisone was readmin- 
istered. In two other women, urinary 17-ketosteroid 
levels and fractions remained normal 3 to 12 
months, respectively, despite no therapy. A male 
with adrenogenital syndrome, virilizing type,'* has 
shown normal levels for two years without any 
treatment. 

Prednisone, when administered in daily doses of 
5 to 10 mg. to normal subjects, produces typical 
hirsutism of Cushing’s type and/or acne. Facial 
hair is usually long and fine, involving primarily 
the sides of the face. We did not see this develop 
in any patient with originally elevated C,,O. levels, 
suggesting that such patients, in some way are 
resistant to this effect. In women with failing 
ovarian function, prednisone induced premenstrual 
flushing, headaches, and/or tension, and in those 
instances where menopausal symptoms were being 
controlled by small amounts of orally given estro- 
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gen, estrogen dosage had to be increased to prevent 
recurrence of symptoms. In this respect, prednisone 
has an antiestrogen action. 

Menstrual disorders, including amenorrhea, oligo- 
menorrhea, and menometrorrhagia, responded re- 
markably to prednisone administration. This has 
been shown earlier by Jones and others '* and by 
Greenblatt,'* employing cortisone; they also indi- 
cated that treatment must often be continued for 
at least three to six months. The mechanics of 
improvement are not clear, since the pathophys- 
iology of these disorders has yet to be established. 
Whether prednisone acts by suppressing adrenal 
production of androgen, by readjusting deranged 
pituitary gonadotropic production, by a direct effect 
on the ovaries, or by a combination remains for 
future investigation to determine. Whatever the 
explanation, clinical results were gratifying. 

In view of mounting evidence regarding adrenal 
causation of so-called idiopathic hirsutism, we 
would like to suggest that this term be reserved 
for those few patients in whom the etiology is still 
not determinable. That hirsutism is not the only 
clinical manifestation of this disorder was shown 
by Ferriman co-workers,’° who reported a 
masculine shoulder-to-hip ratio in hirsute females. 
We, therefore, prefer the term adrenal virilism, 
with Stein-Leventhal syndrome, if present. 

Adrenal virilism is not merely a cosmetic nui- 
sance but, rather, a metabolic disorder involving 
adrenocortical dysfunction which lead _ to 
serious derangement of ovarian function. It should 
be diagnosed and treated early to prevent infer- 
tility. Other causes of hirsutism should, of course, 
be ruled out. Women with hirsutism and elevated 
fraction levels should be treated whether or not 
menstrual abnormality exists, particularly when 
within the child-bearing age. The ideal therapeutic 
agent which would yield beneficial results without 
undesirable side-effects is not yet available. At the 
moment, prednisone, of all the agents we have 
emploved, comes closest to fulfilling these require- 
ments, 

Summary 


Forty-five women with idiopathic hirsutism were 
studied endocrinologically, particularly as regards 
urinary excretion of 17-ketosteroid components. 
The level of the C,,O. fraction, including strongly 
androgenic substances, was uniformly elevated, 
whereas that of the C,,0, fraction, containing 
weakly androgenic hormones, was not. Treatment 
with prednisone lowered elevated C,,O. fraction 
levels, relieved hirsutism, and usually restored 
abnormal menstrual function to normal. Because 
of the systemic character and the apparent adrenal 
causation of this disorder, we suggest that this 
condition be called adrenal virilism. 
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Recent investigations on blood groups and dis- 
ease, some with real significance, others without, 
may have proved confusing to many workers in 
medicine, genetics, and anthropology. Such investi- 
gations nearly always tended to establish or con- 
firm the existence of a relationship between groups 
A, B, and O and certain diseases—carcinoma of 
the stomach, duodenal and gastric ulcer, diabetes 
mellitus, pernicious anemia, bronchopneumonia, 
toxemia of pregnancy, and others. The conclusions 
have been based, as a rule, on a comparison be- 
tween a “pathological” series from a hospital, in- 
cluding from less than 100 to over 1,000 cases, and 
a “control” series of individuals—usually blood 
donors--coming from the same areas as the patients. 
Differences in blood-group frequencies between 
such pathological and control series agreed in cer- 
tain cases, disagreed in others, and were in general 
of the order of from 3 to 8%. 

On the strength of this evidence it has been 
concluded that “persons belonging to different 
blood groups may differ substantially in their sus- 
ceptibility to certain diseases of adult life.” ' This 
conclusion has apparently received wide accept- 
ance. Medical journals, such as the British Medical 
Journal,’ have acknowledged it editorially and have 
commented approvingly that work of this type 


BLOOD GROUPS AND DISEASE—HARD FACTS AND DELUSIONS 


Alexander Manuila, M.D., Sc.D., Geneva, Switzerland 


The possibility that people who differ with 
respect to the A, B, and O blood groups might 
differ in their susceptibility to such diseases 
as carcinoma of the stomach, duodenal and 
gastric ulcer, pernicious anemia, and diabetes 
mellitus has been much studied of late. A 
critical analysis of the information so far col- 
lected shows, however, that much of it cannot 
be accepted without serious reservations and 
that some of it is probably worthless. Since 
blood groups are inherited, their distribution 
in small communities is sometimes determined 
by the predominance of certain family or 
ethnic units. It is extremely difficult to find a 
series of healthy people that will be truly 
comparable to a series of patients with a 
given disease. The statistical methods used 
can yield valid results only when sound 
methodology provides reliable data. Failure 
to observe this axiomatic principle explains 
much of the present confusion in research on 
blood groups and disease. 


A critical analysis of the evidence so far collected 
shows, however, that much of it cannot be accepted 
without serious reservations and that some of it is 


“encouraged many other workers to enter the field.” 


From the Institute of Anthropology, University of Geneva. 
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probably worthless. It is the object of this paper 
to show why this is so and, it is hoped, thereby 
incline research workers engaged in the study of 
the problem to adopt a sounder methodology in 
their investigations. 

The study of the distribution of genes A, B, and O 
in various groups, diseased or healthy, is fraught 
with difficulties of which many statisticians and 
clinicians seem unaware. This is explained by sim- 
ple reasons whose importance, however, is con- 
stantly underestimated: when a difference is found 
between two samples comprising, say, 500 or 1,000 
individuals from the same locality, there is no way 
of telling to what extent it should be attributed to 
(1) genuine differences in the ethnic and racial 
make-up of the two samples; (2) the hazard inher- 
ent in the composition of smal! samples, i. e., sam- 
pling errors; (3) errors of technique; and (4) other 
causes, such as, for example, a possible relationship 
between blood groups and disease. These four 
possible sources of error have deliberately been 
listed in this order for reasons which will immedi- 
ately become apparent. 


Differences in the Ethnic and Racial 
Composition of Samples 


Everybody knows that populations at the four 
corners of one continent, or even of one country, 
will show differences of all kinds, presumably also 
of a biological nature. But it is only the anthropolo- 
gist who seems to be constantly aware of the differ- 
ences that exist even within populations in a 
relatively small area. 

Dr. A. Kopeé, who is, with Dr. A. E. Mourant, 
an authority on the distribution of ABO genes in 
Great Britain, has shown that the distribution of 
gene A varies in that country at least between 19.87 
and 29.44% and that of gene O between 64.52 and 
72.87%.* Such natural differences are even greater 
in other countries, for example, in Austria, where 
the frequency of gene O, as found by Hoche and 
Moritsch in 1,000 individuals from Vienna, was 
33.1%, while that found by Nowak in 976 subjects 
was 46.4%.* The frequency of gene B was 20.1 and 
11.8% respectively. 

While the clinician may attribute differences of 
this order to disease, the anthropologist with per- 
sonal experience in blood grouping will expect 
them to occur naturally even in small populations. 
Any doubt on this point may be quickly removed 
by a look at Boyd’s,* Mourant’s,* Steffan’s,* or 
Wieners’”® tables, which show variations, of the 
order of 5 to 20%, in the distribution of the ABO 
genes within most countries and even most cities. 

This is not surprising, since the part played in 
the composition of a sample by hazard, inbreeding, 
genetic drift, ethnic and racial differences, and 
other factors may result in differences of precisely 
this order. I have shown elsewhere with Veste- 
meanu ° to what extent the examination of popu- 
lations of even small, isolated villages, presumed 
to be unmixed, can lead to false conclusions be- 


J.A.M.A., Aug. 23, 1958 


cause of the presence within the sample of whole 
families belonging to the same blood group. Hos- 
pital populations are suspect by definition, and so 
are populations composed of blood donors. 

A difference of 5 or even 10% between two series 
cannot be attributed to any single cause unless 
there is reasonable evidence that the samples are 
statistically comparable. Such evidence is always 
very difficult, and sometimes impossible, to obtain. 
Inferences drawn from differences in the distribu- 
tion of blood groups must therefore remain of a 
much more limited validity than certain workers 
attribute to them. 


Statistical and Technical Pitfalls 


The distribution of blood groups has usually been 
studied without due regard to proper statistical 
methodology or, until recently, without the help 
of the statistician. It is therefore not surprising 
that many investigations fail to take into account 
the role played by errors from pure chance or bias 
in the composition of the samples. 

As a contribution toward the use of suitable 
statistical methodology in blood-group investiga- 
tions, I prepared, in 1945, under the joint auspices 
of the Institute of Anthropology in Geneva and the 
Central Institute of Statistics of Romania, a study 
of the margin of error to be expected in samples 
of different sizes.’ The tables prepared show that 
when one works, for example, in a population with 
an expected gene A frequency of 43%, and the 
sample examined includes 2,500 individuals, the 
sampling error may be as high as 3.89%. But if the 
sample includes less than 200 people, the sampling 
error may be as high as 15%. 

The methodology for the calculation of the mar- 
gin of error outlined in the above-mentioned study 
represents merely the application of well-known 
statistical principles to the study of blood groups. 
What even the biologist with an aversion to mathe- 
matics will conclude from it is that the margin of 
error in carefully controlled experiments involving 
relatively unmixed samples of 1,000 individuals 
may be from 2 to 4%, simply because of the play of 
pure chance in the selection of such samples. The 
uncontrollable source of error further reduces the 
value of the absolute reliance sometimes placed on 
blood-group investigations. 

To the foregoing must be added yet one other 
source of error too often overlooked: the technical 
error. It is a common assumption that from a tech- 
nical point of view blood tests are always reliable. 
This is not so. Salber * reported in 1950 an error of 
2.1% in a sample of 1.698 soldiers originally tested 
by the Swiss Army and later retested by the Swiss 
Red Cross.. 

In 1952, Robinette and Foreman‘ also showed 
that technical errors occur more often than is gen- 
erally thought. But by far the most impressive 
report is that of Richmond and co-workers,’ who 
showed that the error in the original blood group- 
ing of 2,050 men of the United States Armed 
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Forces and Air Force was as high as 8.8%. Recently 
evidence was advanced by Edwards * to show that 
as many as 10% of infants with blood group AB 
are sometimes wrongly classified as having group B. 

The latest report from the United States on the 
subject shows that, in the state of Illinois, 45 out of 
205 blood banks required to test a sample of blood 
failed to identify it correctly and considered that it 
belonged to group B when, in fact, it belonged to 
group AB.” 

Obviously, under strict laboratory conditions, 
grouping errors do not occur as often as in the field, 
and, in fact, Bowley and Dunsford '° showed that 
the error in their laboratory tests was of the order 
of 2 to 5 per 1,000, while Mourant "' claims the out- 
standing achievement of an error of only 1 per 
1,000. However, the findings of Richmond and his 
collaborators and the report of Salber should serve 
as a warning. In the two cases, blood-grouping 
errors may easily have resulted in fatalities, yet the 
error was as high as from 2 to almost 9%. 

It is, of course, unlikely that every sample is 
marred by an error of similar magnitude. The fact 
remains, however, that no sample is completely free 
from technical errors. 


Critical Analysis 


Three important conclusions emerge from the 
foregoing remarks. First, a clear distinction should 
be made between control series used in the study 
of blood groups and those used in other fields of 
biological and medical research. Ethnic and racial 
factors may play an outstanding role in the distri- 
bution of ABO genes within a sample and often 
account for differences of from 5 to 20% within the 
population of the same country or the same city. In 
other fields of medical research such ethnic differ- 
ences may not exist. 

Second, statistical sampling errors may often be 
responsible for differences of up to 4% between 
samples of over 1,000 individuals, when the samples 
are selected in accordance with statistical theory, 
and may be even higher when, through inappro- 
priate sampling procedures, some bias is inadver- 
tently introduced. 

Third, technical errors of the order of 2 to 9% 
may occur in blood groupings, although modern 
methods of serologic investigation reduce the mar- 
gin of error to less than 1%. Such results, however, 
can be obtained only in well-equipped laboratories, 
and the fact remains that many mass investigations 
are less accurate. 

No conclusion should be accepted by a scientist 
unless proper regard can be paid to the effect of 
these sources of errors on the ultimate results. The 
biologist concerned with blood groups is, therefore, 
always working against great odds. 

Let us, with these limitations in mind, examine 
the evidence in favor of the existence of a relation- 
ship between disease and the ABO blood groups. 

Many attempts have been made over a period of 
years to find such a relationship, but without con- 
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clusive results. While it was Struthers '* who at- 
tracted for the first time, in 1951, the attention of 
the statistician by claiming a relationship between 
bronchial pneumonia and the frequency of blood 
group A, it was the study by Aird and co-workers,’* 
undertaken in 1953, that lead to the conclusion that 
“the frequency of blood group A is greater and the 
frequency of blood group O less in patients suffer- 
ing from cancer of the stomach than in the general 
population of the locality in which they live.” Aird 
and Bentall compared, with the statistical collabora- 
tion of Roberts, the ABO blood groups of 3,632 
individuals suffering from carcinoma of the stomach 
with the blood groups of individuals in a control 
series composed of subjects free from the disease 
or suffering from other diseases. The pathological 
series was broken down into seven subseries: New- 
castle, 101 cases; Leeds, 217; Manchester, 771; 
Liverpool, 207; Birmingham, 100; London, 1,406; 
and Scotland, 478 (the total of 3,632 comprises 
several other small series). In all the series com- 
posed of persons suffering from carcinoma of the 
stomach, blood group A was significantly higher 
than in the control series. Here are the percentages 
for the seven series in the order quoted above: 
43.6 cancer, 37.4 control; 47.9 cancer, 40.3 control; 
44.5 cancer, 38.4 control; 44.7 cancer, 39.6 control; 
57.0 cancer, 44.4 control; 46.0 cancer, 42.2 control; 
and 36.4 cancer, 32.5 control. 

The consistency of these findings is impressive. 
However, as will be seen later on, a review of the 
literature of similar data has failed to show equally 
consistent results. The differences attributed to 
cancer being of a low order (4 to 8%), and taking 
into account the magnitude of variations that have 
to be expected in any case because of natural dif- 
ferences in the genetic make-up of populations and 
because of inevitable sampling errors, one cannot 
fail to be surprised at the consistency of the result, 
the more so that the differences between the various 
parts of the country are substantial: group A varies 
in the cancer series from 36.4% in Scotland to 57.0% 
in Birmingham and in the control series from 32.5% 
in Scotland to 44.4% in Birmingham. Could not the 
results of this investigation be attributed to differ- 
ences in the genetic make-up of the groups studied, 
to sampling errors, or to some other unknown con- 
sistent bias? 

The question gains pertinence in the light of the 
divergent conclusions arrived at by different clini- 
cians after the original investigations of Aird and 
associates. 

Speiser,* who examined 1,146 individuals with 
gastric carcinoma and a control series of 10,000 
other individuals in Vienna, failed to find any 
association between blood groups A, B, and O and 
the disease, nor did Wallace,’? who examined 299 
individuals with gastric carcinoma against a control 
series of 7,418 individuals in Glasgow. 

Walther and associates,"* in analyzing 1,000 con- 
secutive cases of malignant disease collected in 
three years at the Whipps Cross Hospital, Leyton- 
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stone, London, concluded that “no_ statistically 
significant differences from the general population 
were found.” Billington,'* who studied the possible 
relationship between ABO blood groups and car- 
cinoma of the stomach in Sydney in 1956, reached 
the conclusion that “the initial suggestion of Aird 
et al. (1953) that blood-group A predisposes to the 
development of gastric carcinoma . . . does not seem 
to be valid, but it appears that the association be- 
tween gastric carcinoma and the ABO blood groups 
is related to site only, and that the blood group 
gene B appears to be without localizing § signifi- 
cance.” And Billington concludes that “it is possible 
that the results may be brought about by bias in 
collecting the samples.” 

Billington had reported that the ABO blood 
groups of patients with gastric carcinoma differed 
according to whether the lesion was in the pre- 
pyloric area, the body of the stomach, or the cardiac 
area. In a letter to the Lancet in 1956, Wiener "' 
commented, “To me this suggests that, in assigning 
the cancer to one or other area, the investigator was 
subconsciously influenced, in borderline cases, by 
his prior knowledge of the patient’s blood group,” 
and asked, “Can Dr. Billington exclude this possi- 
bility?” Billington’s answer,’* published in the same 
issue, was, “I admit I am unable to exclude the 
possibility that the figures in relation to the site of 
gastric carcinoma might have been influenced in 
borderline cases by knowledge of the patient's 
blood-group.” 

Jennings and co-workers,’* who examined 119 
persons suffering from carcinoma of the stomach, 
concluded, “There was no excess of group A in 
carcinoma arising in the body of the stomach, and 
hence this material provides no support for the 
hypothesis that group A is associated with atrophy 
of the acid-producing mucosa and achlorhydria.” 
However, the number of cases is so small that this 
particular investigation can have but a very limited 
value, the more so because an association between 
group A and carcinoma of the antrum was found 
only in men. 

These results were contradicted by Haddock and 
McConnell,'> who found “a higher incidence of 
group A when the growth arose in the body or 
cardiac end of the stomach than when it arose in 
the pylorus and the antrum, and that this applies 
in both sexes.” Commenting on the paper by Jen- 
nings and co-workers, the authors state, “We have 
comparable data which do not support this finding 
and which, in fact, would appear to contradict it.” 

In reply to this, Balme,"® in a letter to the Lancet, 
in 1956, suggested, “This difference between us 
could be due to a statistical freak of chance; a more 
probable explanation lies in the selection of cases 
and the method of classification.” 

Further doubts as to the existence of a relation- 
ship between group A and carcinoma of the stom- 
ach arise from the fact that, while Stocks '’ showed 
in 1950 that mortality from the disease was greater 
in the northern than in the southern towns of Eng- 
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land, the proportion of group A is, contrary to ex- 
pectations, considerably higher in the southern 
than in the northern parts of the country. 

These, then, are the grounds on which the asso- 
ciation between group A and carcinoma of the 
stomach was claimed to have been definitely “dem- 
onstrated.” Whether some kind of an association 
between blood group A and carcinoma of the 
stomach actually exists remains, therefore, a matter 
of pure speculation. There is no conclusive evidence 
for or against it. 


Duodenal and Gastric Ulcer 


The case for an association between some forms 
of peptic ulcer and groups A, B, and O may appear 
to be more convincing. Aird and associates '* 
claimed in 1954 that in 3,011 cases from three cen- 
ters in England the frequency of blood group O 
was significantly higher in patients with peptic ulcer 
than in the control series. Since then, the presumed 
relationship was confirmed by Westland and 
Heist6 '* in 1955, Kg@ster and co-workers '* in 1955, 
and, partially, by Peebles Brown and associates '” 
in 1956, and Buckwalter and associates '* in 1956. 

However, when finer methods were applied to 
the study of the relationship between blood groups 
A, B, and O and duodenal and gastric ulcer, the 
picture which emerged was less clear. Clarke and 
co-workers,’* in 1955, examined 1,237 carefully 
selected patients from three hospitals in Liverpool 
against 15,377 other patients apparently free from 
ulcer in the same hospitals and found an association 
between duodenal ulcer and group O but not be- 
tween the same group and gastric ulcer. A year 
later Buckwalter and others,'* in the United States, 
found an association between group O and both 
duodenal and gastric ulcer. Clarke and co-workers 
combined their data with those provided by Aird 
and co-workers in 1954 and were able to confirm 
only the existence of a relationship between group 
O and duodenal ulcer. 

These differences are somewhat disturbing; 
nevertheless, the findings concerning peptic ulcer 
are more significant than those concerning cancer 
for two reasons: 1. In cancer the differences were, 
in general, of the order expected by the anthropolo- 
gist in any routine investigation. The difference was 
more significant in peptic ulcer, since in some series 
it exceeded 17% and suggested that persons having 
blood of group O are about 37% more prone to have 
duodenal ulcer than persons of other groups. 2. 
While the cancer studies resulted in a picture of 
confusion, an association between duodenal ulcer 
and group O has been found by several workers. 
It is only the study of gastric ulcer that has led to 
contradictions. 

The evidence therefore tends to suggest that a 
relationship between group O and duodenal ulcer 
actually exists. It is uncertain whether one can be 
more definite and consider that the existence of an 
association has been proved beyond doubt. As with 
cancer, the question of the control series must 
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remain a cause for serious misgiving. Aird and 
co-workers and Clarke and co-workers have pains- 
takingly listed some of the limitations. To those 
already mentioned others must be added. For ex- 
ample, the methodology which enabled these 
authors to combine their cases, and which is said 
to permit other workers to do so, is not acceptable 
to the anthropologist, since it would tend to render 
the control series so highly heterogeneous that, in 
fact, they would represent a purely artificial, un- 
reliable point of reference. Koster and associates,'~ 
for example, speaking of cancer, admitted that their 
patients with gastric diseases may not be compar- 
able “with the general population represented by 
B. Anderson's figures.” Their paper lists 10 cases 
of carcinoma of the stomach, classified according 
to the ABO blood groups, with the explanation, 
“These small numbers are inadequate for analysis, 
but they are mentioned so that they may be added 
to those recorded by others.” Such an approach 
will horrify an anthropologist. The idea that cases 
from various parts of the world can be put together 
may appeal to the clinician beset with the problem 
of finding enough pathological data to satisfy the 
statistician. But with what will such a series be then 
compared, since the distribution of blood groups 
has been shown to vary enormously not only from 
one part of a continent to another but also between 
different regions of the same country? 

Whether doubts about the association between 
blood groups A, B, and O and peptic ulcer are 
justified cannot be determined by the evidence at 
present available. One satisfactory method of de- 
termining an association, however, was brought to 
the attention of the clinician by the geneticist, 
namely, to demonstrate associations in sibships. As 
Clarke and co-workers '* pointed out in 1956, while 
“controls can be unsatisfactory in that a population 
of mixed origin may contain elements with a high 
frequency both of group O and of duodenal ulcer 
without the two being causally connected 
sibship studies where the unaffected sibs act as 
controls are not subject to this criticism.” Clarke 
and co-workers '* undertook in 1956 a study of 293 
sibs of patients with duodenal ulcer. Their conclu- 
sion was, “An analysis of these gives no evidence 
to support the hypothesis that a group O individual 
is more likely to have a duodenal ulcer than are 
his A, B, or AB sibs.” They conclude, “This result 
could be regarded as evidence in support of the 
suggestion that the previously found association 
was due to racial stratification within the popula- 
tions concerned.” This, however, is by no means 
certain, and it will be necessary to make other 
similar investigations before definite conclusions 
can be drawn. 

Yet another potentially interesting line of ap- 
proach is the study of the geographical distribution 
of peptic ulcer and of blood groups A, B, and O. 
If the claim that duodenal ulcer is somehow asso- 
ciated with blood group O is well founded, a high 
incidence of the disease in areas with a high pro- 
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portion of group O is to be expected. Figures for 
Great Britain published by Stocks *° in 1948, how- 
ever, do not confirm this expectation. While blood 
group O is known to be more frequent in Scotland 
and in northern England, peptic ulcer appears to 
be more frequent in the South than in the North. 
However, since the rates per 10,000 comprised other 
forms of dyspepsia, they must be treated with 
reservation. The finding is nevertheless challenging 
and opens up new and interesting possibilities in 
the study of a so-far little-explored field. 


Other Diseases 


A number of attempts have been made to find a 
possible association between blood groups A, B, 
and O and other diseases. The general background 
for such attempts is nearly always the same as that 
of those reviewed above. The investigators evidence 
partial or total unawareness of the magnitude of 
ethnic differences in the blood-group composition 
of populations and, not infrequently, unsound 
methodology. 

Pernicious anemia was studied in 1921 by Bu- 
chanan and Higley,'’ who rightly concluded from 
their data that there was no association. Aird and 
co-workers,”' in 1956, decided, “In retrospect the 
percentage frequencies .. . do suggest an excess of 
group A.” These authors studied 490 cases from 
various parts of Great Britain and added, for the 
analysis, 111 cases from Copenhagen, as recorded 
by Kgster and associates '* in 1955. Their conclusion 
was that the data show “with fairly high signifi- 
cance that pernicious aneemia is commoner in per- 
sons of group A than in persons of group O.” This 
claim cannot be accepted because of the discrep- 
ancies in results obtained in different hospitals (the 
samples were, in any case, too small). Furthermore, 
conclusions based on the combination of all the 
samples into one larger one have no value since 
there can be no acceptable control series with 
which to compare the findings. The picture is 
further confused by Macleod’s reminder in 1954 ** 
that as early as 1937 he had found some evidence 
of a possible association between groups B and AB 
and pernicious anemia. 

Diabetes mellitus was studied in 1956 by McCon- 
nell and others ** in 1,333 patients who came from 
two different areas of Liverpool (since it had been 
found that the data for the whole of Liverpool were 
not homogeneous), and also from Oxford, which 
contributed 500 cases. These are not ideal condi- 
tions for an investigation. The authors concluded 
that “the outstanding difference that has emerged 
is that between the sexes. There is fairly strong 
evidence that diabetic men show an excess of group 
A, whereas diabetic women show no significant 
difference from the control series.” This, again, is 
disturbing. The authors are obviously aware of the 
risks involved in their analysis, since they comment, 
“We have an additional reason for caution. We have 
compared results with Dr. J. Craig and Dr. I. Wang, 
who have carried out a similar investigation on 


| 
958 
167 


2052 BLOOD GROUPS AND DISEASE—MANUILA 


diabetes mellitus at the Victoria Infirmary, Glas- 
gow. They do not find an excess of group A in either 
male or female diabetics.” 

A splendid example of the dangers inherent in 
this type of research is provided by investigations 
on toxemia of pregnancy. Starting with the general, 
but unwarranted, assumption that a relationship 
between blood groups A, B, and O and several 
diseases had been definitely established, Pike and 
Dickins '* set out to investigate a possible associa- 
tion with toxemia of pregnancy. In a series of 3,65] 
consecutive deliveries, 541 patients with toxemia 
were examined. The conclusion was that “there is a 
marked preponderance of group O in the toxzemic 
patients.” Roberts, who advised on the statistical 
analysis of the data, was of the opinion that the 
difference was “highly significant.” 

In 1955, the material was “re-scrutinized, with 
stricter criteria for the diagnosis of toxemia” by 
Dickins,'* with the result that “the significance of 
the difference was reduced but [that] the evidence 
remained fairly strong.” However, a second series, 
which comprised deliveries from May, 1954, to 
December, 1955, did not confirm the original result 
and Dickins and associates '* conceded in 1956 that 
“ijt must now be concluded that we have no accept- 
able evidence that toxamic and non-toxemic 
mothers differ in their ABO frequencies.” Similar 
results have been reported by Pearson and Pinker,'* 
who failed to find a relationship between group A 
and toxemia in 675 cases from a series of 11,086 
pregnancies. 

What is of particular interest in this instance is 
not that an error has been made and corrected—a 
process that must always occur in medical research 
—but what lies behind the comment of the authors 
that “some mystery remains, however, a mystery we 
cannot explain, as to why the original series gave 
the result it did.” There is no definite answer to this 
question, but in all probability there is no mystery 
to be explained either. When one works with sam- 
ples of about 500, differences of the order that may 
suggest that a special factor of influence is at play 
may be expected simply because of the interplay 
of such ever-present factors as differences in the 
ethnic and racial origin of the individuals who com- 
pose the samples, genetic-drift, inbreeding, techni- 
cal errors, and a variety of others. Much time, effort, 
and money is spent in making sure that results 
obtained in research on the distribution of blood 
groups are statistically significant. How much atten- 
tion has been paid hitherto to what may be called 
the “anthropological significance” of data of this 
type? 


Summary and Conclusions 


A number of authors have claimed to show that 
an association exists between blood groups A, B, 
and O and certain diseases: carcinoma of the stom- 
ach, duodenal and gastric ulcer, pernicious anemia, 
diabetes mellitus, and toxemia of pregnancy. Proof 
of the existence of this association would open new 
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horizons in pathology and shake the foundations of 
that part of anthropology which is based on the 
study of blood groups. It would not appear that 
this association—although vigorously claimed and 
apparently widely accepted by clinicians—has yet 
been established. Most investigations have led to 
contradictory results and are open to objection on 
methodological grounds. 

There is a general lack of awareness of the large 
differences in the frequency of blood groups that 
occur between two or more samples from the same 
locality. Two samples of 500 to 1,000 individuals 
from the same area or country may show differences 
of 5 to 25%. These may be due to (1) natural varia- 
tions in the frequency of blood groups within a 
limited area (5-20%); (2) sampling errors (5-20%); or, 
occasionally, (3) technical errors (2-9%). Neverthe- 
less, differences of from 4 to 8% have been con- 
sidered proof of the existence of an association 
between blood groups A, B, and O and certain 
diseases. 

Valid data can only be obtained if more regard 
is paid to sound methodology. First and foremost, 
extreme caution must be exercised in insuring that 
samples are reasonably comparable as tar as their 
ethnic make-up is concerned. Greater awareness 
must also be shown of the importance of the margin 
of error to be expected in this type of research. 
Finally, the combination of two or more small 
series into one large sample must be rejected as a 
wholly unacceptable practice, since there can be 
no valid control series with which such samples can 
be compared. 

Many investigators concerned with the study of 
the distribution of blood groups tend to apply 
precise and elaborate statistical methods of analysis 
to unreliable data. Wiener’s '* comment, in 1956, 
on this tendency is entirely justified: “While many 
papers suffer from the author’s lack of knowledge 
of statistical methods, more suffer from their mis- 
application. Knowledge is no substitute for under- 
standing, and mathematics is a poor substitute for 
accurate observations, reliable laboratory work, 
and common sense.” 

Until more trustworthy evidence is available, 
judgment should be reserved. The wide and un- 
qualified support given to the view that an associa- 
tion exists between groups A, B, and O and certain 
diseases may be proved warranted by future re- 
search, but at present it is based largely on 
speculation. 


8 chemin Falletti. 
References 


1. Roberts, J. A. F.: Associations Between Blood-Groups 
and Disease, Advancement Sc. 3%3191-192 (Dec.) 1956. 

2. Blood Groups and Diseases, editorial, Brit. M.J. 2:757- 
758 (Sept. 29) 1956. 

3. Kopec, A. D.: Blood-Groups in Great Britain, Advance- 
ment Sc. 48:200-203 ( Dec.) 1956. 

4. Cited by Manuila, A.: Recherches sérologiques et 
anthropologiques chez les populations de la Roumanie et des 
régions voisines: Contribution a l'étude du probléme di- 
narique, Arch. der Julius Klaus-Stiftung 2:219-358, 1958. 


| 


Vol. 167, No. 17 


5. Wiener, A. S.: Blood Groups and Transfusion, Spring- 
field, Ill., Charles C Thomas, Publisher, 1 

6. Manuila, A., and Vestemeanu, M.: abun cu privire 
la aplicarea metodei sero-antropologice pe teren, Bull. 
Eugenic si Biopolitic 142121-125, 1943. 

7. Manuila, A.: Quel est le nombre necessuire et suffisant 
d’examens dans les recherches biologiques? Geneva, Annexe 
aux Archives suisse d’Anthropologie générale, 1945. 

8. Edwards, J. H.: Critical Examination of Reputed Pri- 
mary Influence of ABO Phenotype on Fertility and Sex 
Ratio, Brit. J. Prev. & Social Med. 1:79-89 (April) 1957. 

9. Wiener, A. S.: Personal communication to the author. 

10. Bowley, C. C., and Dunsford, I.: Analysis of Errors 
Detected in Course of Large Scale ABO Grouping, Vox 
Sanguinis 13:250-254 (Nov.) 1956. 

11. Mourant, A. E.: Personal communication to the 
author. 

12. Cited by Roberts, J.A.F.: Blood Groups and Suscepti- 
bility to Disease: Review, Brit. J. Prev. & Social Med. 
(July) 1957. 

13. Wiener, A. S.: Blood-Groups and Disease, Letter to 
the Editor, Lancet 221308 (Dec. 22) 1956. 

14. Billington, B.: Blood-Groups and Disease, Letter to 
the Editor, Lancet 231308 (Dec. 22) 1956. 

15. Haddock, D. R., and McConnell, R. B.: Carcinoma of 
Stomach and ABO Blood-Groups, Letter to the Editor, 
Lancet 22146-147 (July 21) 1956. 


THYROID NODULE-—CAVANAGH 2053 


16. Balme, R. H.: Carcinoma of Stomach and ABO Blood- 
Groups, Letter to the Editor, Lancet 2252-253 (Aug. 4) 
1956. 

17. Stocks, P.: Cancer of Stomach in Large Towns of 
England and Wales, 1921-1939, Brit. J. Cancer 48147-157 
(June) 1950. 

18. Cited by McConnell, R. B.: Selection and ABO Blood 
Group Locus, Ann. New York Acad. Sc. @%3:12-25 (June 
18) 1956. 

19. Peebles Brown, D. A.; Melrose, A. G.; and Wallace, J.: 
Blood Groups in Peptic Ulceration, Brit. M.J. 2135-138 
(July 21) 1956. 

20. Stocks, P.: Sickness in Population of England and 
Wales in 1944-1947: Studies on Medical and Population 
Subjects, no. 2, London, His Majesty’s Stationery Office, 
1948. 

21. Association Between Blood Group A and Pernicious 
Anaemia: Collective Series from Number of Centres, Brit. 
M. J. 2723-724 (Sept. 29) 1956. 

22. Macleod, K. I. E.: Blood Groups in Relation to Cer- 
tain Diseases, Correspondence, Brit. M. J. 2754 (Sept. 25) 
1954. 

23. McConnell, R. B.; Pyke, D. A.; and Roberts, J. A. F.: 
Blood Groups in Diabetes Mellitus, Brit. M. J. 1:772-776 
(April 7) 1956. 


THE PROBLEM OF THYROID NODULE IN AN ENDEMIC GOITER AREA 


Charles R. Cavanagh Jr., M.D., Spokane, Wash. 


The concept of surgical management for nodular 
goiters has recently been challenged,’ and proper 
management of the patient with a nodular goiter 
now presents a problem to many conscientious 
physicians. In the absence of toxicity, substernal 
extension, pressure symptoms, or cosmetic de- 
formity, is surgery really indicated, or can one 
ignore the goiter or treat it medically without fear 
of malignancy? Unfortunately, if one turns to the 
current literature, a mild state of confusion is fre- 
quently only compounded. Statements that 5-10% 
of goiters are malignant and that all should be re- 
moved * are countered by claims that the incidence 
of cancer in goiters is probably in the range of 
0.5%." 

Incidence and Diagnostic Data 


Incidence.—The following survey under- 
taken simply to seek out some useful conclusions 
which might help with the management of the 
numerous such patients seen in Spokane, a goitro- 
genic community. In this study, the records at 
Sacred Heart Hospital, one of three large institu- 
tions serving this area, have been utilized. During 
the three-year period of 1953 to 1955 inclusive, 32 
patients were discharged with a diagnosis of cancer 
of the thyroid gland. Nine of them subsequently 


Read ‘before ‘the annual meeting ‘of the Spokane Surgical Society, 
Spokane, Wash., April 12, 1958 


The incidence of cancer in nodular goiters 
removed at Sacred Heart Hospital, Spokane, 
was 7%. In 60% the cancer was considered 
benign clinically and even at the time of sur- 
gery. Nodules of any type in patients under 
30 years of age have proved malignant in 
37% of cases. Of the nontoxic multinodular 
goiters, 5.7% were malignant in this series. 
The incidence of cancer appeared to be much 
higher in those with a history of recent growth 
or pressure symptoms or with firm discrete 
nodules. These signs and symptoms seem to 
be definite indications for surgical investiga- 
tion. It is felt that all nodules in young people 
should be treated surgically. 


developed metastasis, and four died during the 
period of this study, indicating that this is not a 
benign disease. Twenty patients lived in Spokane 
County, the population of which was estimated to 
be about 250,000, giving an annual incidence of 
3.5 per 100,000. This is slightly above the incidence 
recently estimated for the San Francisco Bay area,* 
and, since these figures are derived from the 


958 
167 


2054 THYROID NODULE—CAVANAGH 


records of only one of three large hospitals in 
Spokane, the incidence of thyroid cancer must be 
at least as great, if not greater, in this goitrogenic 
community. 

Time and Nature of Diagnosis.—Of the 32 pa- 
tients, three had had previous surgery and entered 
the hospital for palliative treatment only. One 
patient died in cardiac failure, and at autopsy a 
completely unsuspected carcinoma of the thyroid 
with cervical node and visceral metastasis was 
found to be the cause of death. The record of 
another patient was so incomplete that it could not 
be utilized except for numerical inclusion. Thus, 
only 27 cases were discovered at operation. 

During this same period, 438 thyroid operations 
were done at this institution with no operative 
mortality. Of this number, 50 were performed for 
toxic diffuse goiter and 7 for nontoxic diffuse goiter. 
Carcinoma was found in none of these glands, and, 
since this survey is directed at nodular goiters, 
these patients are not considered. This leaves 381 
cases of nodular goiter in this series. Twenty- 
seven cancers in 381 patients gives an over-all 
incidence of 7% for malignancy. 

e diagnosis of cancer was clinically obvious 
in 4 of these 27 cases. That is, the patient had a 
stony-hard thyroid mass and palpable cervical 
lymph node metastasis. In seven cases malignancy 
was suspected because of such factors as firm, 
solitary tumors, rapid growth, and local fixation. 
In 16 cases the diagnosis was not suspected clinical- 
ly, or at least no mention was made of the fact on 
the patient’s record. Of even more importance, at 
the time of operation, when the surgeon could see 
and feel and actually hold the tumor in his hands, 
it was considered benign in 17 of the 27 malignant 
cases. In five of these, frozen section was done 
immediately and the diagnosis established in three. 
The remaining 12 cases were considered so typical- 
ly benign that frozen section studies were not even 
requested. If an experienced surgeon holding a 
resected tumor in his hands cannot recognize 


carcinoma, it seems obvious that a diagnosis of a. 


benign nodule on the basis of its physical char- 
acteristics on clinical examination is totally un- 
reliable. Thus, a search has been made for other 
factors which might assist in selecting suspicious 
cases for surgical therapy. Clinical suspicion of 
carcinoma does carry definite weight. Of 22 cases 
in which the surgeon recorded his suspicion, malig- 
nancy was found in 11 (50%). 

Age and Sex Distribution.—Malignancy was found 
in 13 (4%) of the 324 patients between 30 and 69 
years of age, in 5 (28%) of those over 70, and 
in 14 (37%) of those between 10 and 29 years 
of age. In this latter group, incidentally, the lesions 
varied in consistency from stony hard to soft and 
cystic. 

Sex in this study was not a significant factor. 
Sixteen per cent of the nodular goiters were in 
men, yet they comprised only 6% of the cancer 
group, a surprisingly low figure. This is certainly 
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at variance with most recorded series, in which the 
relative incidence of cancer is consistently higher 
in males.* 

Duration of Nodules.—Concerning the duration 
of nodules, in the malignant group the goiter was 
present less than one year or found on routine 
examination in 60%, existed one to five years in 
15%, and was present for over five years in 25%. 
In the benign group the corresponding figures are 
52, 27, and 20% respectively. Duration appears to 
be of no value in pointing out suspected goiters, 
but it is interesting that 25% of patients with malig- 
nant goiters complained of thyroid nodules of five 
years’ duration or longer, a factor confirmed by 
numerous investigators.° 


Types of Goiter 


There were 180 nontoxic nodules believed to be 
solitary on physical examination. Seventeen, or just 
under 10%, of these proved to be malignant. Inci- 
dentally, 77 of these patients were found to have 
multiple nodules at the time of surgical explora- 
tion, and six of the nodules were cancerous. Thus, 
of nodules proved to be truly solitary at the time 
of surgery, 12% were malignant, and even when the 
clinical impression was disproved and multiple 
nodules found the incidence of cancer was only 
slightly less than 10% is this series. I feel that this 
confirms the seriousness of discrete nodules. Ten 
of these cancers were unsuspected, or, to express it 
in different terms, about 7% of solitary nodules 
which clinically seemed benign were actually ma- 
lignant. One hundred twenty-three patients were 
operated on for nontoxic multinodular goiter, and 
5.7% of these had cancer. Four (about 3%) were 
not suspected. Of the toxic goiters, 70 were multi- 
nodular. Three cancers, all unsuspected, were found 
in this group, an incidence of about 4%. None of 
the eight solitary toxic nodules was cancerous. 

Forty-six per cent of the patients with nontoxic 
multinodular goiters complained of either recent 
growth or pressure symptoms, whereas this was a 
complaint in only 18% of those with toxic goiter. 
Since the latter are frequently actively secreting 
hyperplastic glands, it is not unusual that nearly 
20% of patients with this type did complain of 
recent growth. On the other hand, it is a surprising 
finding in 50% of patients with nontoxic goiter and 
indicates that these represent a select group on the 
part of referring physicians and not the general 
run of patients with differentiated adenoma 
(thyroid) seen in everyday practice. A high pro- 
portion of these goiters had firm, discrete nodules; 
this also indicates selection. And, as a matter of 
fact, except for the group under 30 years of age, 
most of the patients with cancer in multinodular 
glands had either very firm, discrete nodularity or 
a history of recent growth. 

It has been stated by some that cancer and nodu- 
lar goiter are two completely unrelated conditions, 
that is, that cancer arises as frequently in an other- 
wise normal gland as in a goitrous gland. As proof, 
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they cite the high incidence of solitary cancerous 
nodules where the remaining gland presents no 
abnormality. Although I have seen no reports in 
the literature on this subject, the high incidence of 
patients in this series who had additional surgery 
for breast nodularity or fibroid uterus might add 
weight to the argument that hormone imbalance is 
involved in nodular goiters. Also, the high rate of 
recurrent goiters, 18 cases (about 4%), is signifi- 
cant. Perhaps there is an element of hormone defi- 
ciency, and many of these patients might benefit 
from prolonged courses of therapy with supple- 
mentary thyroid extract after removal of the 
nodules.’ Certainly there is room here for further 
investigation. 

On the other hand, if one accepts hormone de- 
ficiency as the sole factor in goitrogenesis, why do 
25% of the patients with known cancer have a 
history of goiter of five years’ duration or longer, 
and why do many cancers originate in preexisting 
adenomas? It is also difficult to understand why the 
incidence of carcinoma in diffuse goiters should be 
in the range of 0.5 per cent,” and yet in multinodu- 
lar goiters it is consistently reported as above 5%, 
as in this series. As was mentioned above, some 
workers claim that this is due to selection,” that is, 
that only suspected cases are referred for surgery. 

The fact that 50% of the patients reported here 
with multinodular goiter presented with complaints 
of recent growth or pressure symptoms does force 
one to concede that this objection may have some 
merit. However, the patients operated on for toxic 
nodular goiter were, in all probability, operated 
on primarily for toxicity—fear of malignancy being 
an afterthought—and yet 4% did show malignancy. 
I suspect that this may be a closer figure to the 
actual incidence of malignancy in multinodular 
goiter in this community rather than the figure of 
5.7%. 

As was mentioned above, there was no operative 
mortality in this entire series, and in the 381 cases 
complications were recorded in 14 (about 3%). 
Most of these were minor, such as mild transient 
hypoparothyroidism (4), wound bleeding and 
hematoma (3), postoperative hemorrhage (2), 
superficial phlebitis (1), transient hypocalcemia 
(1), and fever of unknown etiology for several days 
(1). In one instance the patient complained of 
hoarseness for several weeks, but her voice then 
returned to normal. The only complication of a 
serious nature was one instance of cardiac arrest 
during the induction of anesthesia. This responded 
to fist percussion of the chest wall; the surgeon 
then proceeded with the operation, and recovery 
was uneventful. These figures indicate the pro- 
cedure of thyroidectomy carries a minimal risk in 
this community. 


Summary and Conclusions 


The incidence of cancer in nodular goiters re- 
moved at Sacred Heart Hospital, Spokane, is 7%. 
In 60% the cancer was considered benign clinically 


THYROID NODULE—CAVANAGH 2055 


and even at the time of surgery. Whereas a clinical 
impression of benign nodule means nothing, a 
clinical impression of malignancy carries consider- 
able weight; 50% of cases so diagnosed proved 
malignant. Nodules of any type in patients under 
30 years of age have proved malignant in 37% of 
cases. It is felt that all nodules in young people 
should be treated surgically. Sudden growth of a 
goiter in patients over 70 years of age was caused 
by cancer in over 25%, and it would seem these 
should be also treated surgically. In addition, sur- 
gical excision of all solitary nodules is recom- 
mended, since about 10% are cancerous. Although 
not borne out in this series, the incidence of cancer 
in males with goiter must be regarded seriously, in 
view of the consistency of the literature on the 
subject. 

Of the nontoxic multinodular goiters, 5.7% were 
malignant in this series. The incidence of cancer 
appeared to be much higher in those with a history 
of recent growth or pressure symptoms or with 
firm discrete nodules. These signs and symptoms 
seem to be definite indications for surgical investi- 
gation. 

In my opinion, the 5-to-10% figure for malignancy 
frequently quoted for multinodular goiter is very 
probably due to selection. On the other hand, the 
0.5% incidence quoted at the opposite swing of the 
pendulum is too low, at least in this community, 
where 3 to 4% of stationary goiters contain unsus- 
pected cancer. The decision for or against surgery 
in these patients is a difficult one, and probably 
should rest on one’s own teaching, philosophy, and 
convictions and possibly those of the patient in 
some instances. Those who decide on a conservative 
course must be aware and assume the responsibility 
that in 3 to 4% of these cases unrecognized cancer 
possibly is present. 
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THE BIRTH AND DEATH OF SPECIALTIES 
Iago Galdston, M.D., New York 


I am convinced that the conception of specialism dominant to-day is a wrong one, and 
that helpful as this specialism has been in many ways, nevertheless, instead of enlightening, 
it tends to darken understanding in a cloud of detail. That each new phenomenon discover 
by methods simple or recondite, is of importance in adding to our knowledge of disease, is 
accepted as a truism, and on that ground specialism seems justified. But there are other 
matters in the recognition of a phenomenon beyond its discovery which are essential to the 


progress of medicine. 


Sir James Mackenzie, in Future of Medicine, London, H. Frowde, 1919. 


It is interesting that, while much has been written 
on the rise of specialties, no one, to the best of my 
knowledge, has noted the fact that specialties also 
die. Nor has much study been given to the generic 
phenomenon of specialism in medicine, that is, to 
the varieties of determining forces which engender 
specialism in medicine. There are a number of 
competent histories, each of which treats of the 
origin and development of an individual specialty. 
But there is no history of specialism as such.' 

That confronts us with an intriguing problem. 
For surely it must have struck many a thoughtful 
person that the phenomenon of specialization, not 
merely in terms of the specialties developed but as 
a dynamic experience within medicine itself, merits 
study and exposition. How is it then that there are 
so many individual histories of individual special- 
ties but no analytic or dynamic history of special- 
ism? 

While this is an intriguing problem, the answer 
in effect is quite simple. Most medical historians 
identify the history of specialism with the history 
of modern medicine. Arturo Castiglioni,? for 
example, dates the origins of specialism from the 
17th century. “Thus,” he writes, “at the end of this 
[the 17th] century, when the cooperation of medi- 
cine and the natural sciences was being empha- 
sized, we already see outlines of the essential 
features of the great structure of experimental 
science. Already various specialties began to be 
detached from the main trunk. . . . Here we have 
an extensive preparation for modern medicine.” 
Castiglioni’s vision of modern medicine as a con- 
tinuous and accelerated detachment of various 
specialties from the main trunk of medical practice 
is shared almost universally; indeed medical history 
seems to support and validate this vision. And yet, 
persuasive as this vision may appear to be, there 
crowd on one’s mind a number of troubling aware- 
nesses and a host of questions that somehow can- 
not be reconciled with it. There comes to mind, for 
example, the history of surgery. In the days of 
Hippocrates, the physician was a surgeon as well 
as a ctinician, and he was no less esteemed in the 


Sixth Herman L. Reiss Memoria saeten, read before the New York 
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The common factor in medical specialism 
can only be described in negative terms. A 
specialist is one who does not practice com- 
prehensive medicine. He exercises his skills 
only in some subdivision or in some partial 
function within the larger framework of med- 
icine. The summation of the practices of the 
specialties does not, in effect, constitute the 
practice of comprehensive medicine. As a 
science, ecology is the study and exposition 
of the multiple, and often of the subtle, ef- 
fects, which both living and nonliving entities 
exercise one on another, and the many 
among themselves. As far as man is con- 
cerned, ecology is a humbling and a level- 
ing science. It reveals that in the embracing 
scheme of things, in the scales of ecologic 
nature, man weighs no more ponderously 
than does the vibrio of cholera, the spiro- 
chete of syphilis, or the bacillus of phthi- 
sis. Man is the only one of nature’s creatures 
who has learned how to manipulate ecologic 
nature. Diseases have been conquered not 
by the clinical or surgical specialties but by 
ecologic and physiological medicine. The 
future of medical service is not to be envis- 
aged as a continued refinement, as well as 
increase, in the specialties, with the conse- 
quent parceling out of the patient to a host 
of men, who will care for him and treat his 
illnesses. Rather, within two generations, 
medicine as a science, and medical care, 
will undergo a revolutionary change brought 
about not by the economic, legislative, or 
social manipulations of well-meaning men 
but by the maturation of those knowledges 
and intelligences embraced in physiological, 
and in ecologic, medicine. 


one role than he was in the other. Some among the 
followers of AZsculapius were notably skilled in 
setting broken bones, in lancing festering sores, and 
in dressing the wounds caused by sword and spear, 
and they were properly noted for their skills. But 
they were physicians first and surgeons incidentally. 
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History has preserved for us some information about prac- 
titioners called surgeons; but between the separation of 
surgery (and also operative surgery), to the profit of a few 
individuals, while all parts of the art of healing were studied 
and practiced by most doctors, and a real division of medi- 
cine into three branches practiced by three classes of 
practitioners, there is an immense distance on which it is not 
necessary to dwell further. These surgeons are precisely the 
men who were pushed by a special bent or by necessity 
toward one part of the art of healing rather than another. 
Furthermore we see that these practitioners can be most 
often placed in the class of specialists, properly speaking, 
a class that was no less numerous in antiquity than in mod- 
ern times, as we learned from Galen (Utrum med. sit, an 
gymn. hyg. ch. 24, vol. 5, pp. 846 ff., and De partib. artis 
medicae, ch. 2, vol. 4 [in Spuriis libris], f° 16, ed. Junt.). If 
Galen is forced to admit the existence of specialties, he rises 
up against specialists, insofar as these half or quarter physi- 
cians, as he says, wished to consider their specialties as 
distinct parts of medicine, which is one, whatever its divi- 
sions may be. Thus this very separation of surgery and the 
extension given to this word prove decisively that the 
division into three branches was purely scientific and had no 
exact status in practice.* 

The Hippocratic books on surgerv (On Wounds 
and Ulcers. On Hemorrhoids, On Fistulae, On In- 
juries of the Head, On Fractures, On Reductions 
of Dislocation) were addressed to the very same 
practitioner who found instruction in the Aphorisms 
and who was taught to see the ecologic relations of 
man in “On Airs, Waters, and Places.” Surgery was 
a phase of medicine, even as were diet and pharma- 
cology. 

It is reported that the Romans did not hold the 
physician in high esteem. Cato is said to have 
warned the Romans against both Greek literature 
and Greek medicine. “When the Greeks have flood- 
ed us with their literature and especially their 
physicians, they will ruin everything for us” is a 
statement credited to him. And yet the immortal 
Galen, who was Greek by birth, was famed and 
esteemed as a physician in imperial Rome. 

Insofar as the Romans did prize the physician 
they favored him alike as surgeon and as clinician. 
With the decline of Rome and the advent of what 
is so picturesquely, but erroneously, termed the 
Dark Ages, surgery somehow became separated 
from medicine, and thereafter its practitioners were 
looked upon as a “scurvy lot.” Physicians then were 
no longer surgeons, and surgeons were not physi- 
cians. They were, in the main, barbers or butchers 
by trade, or otherwise itinerant “handymen.” Yet 
the Middle Ages were not without some truly famed 
surgeons; there were Guido Lanfranchi [d. 1315], 
Henri de Mondeville [1260-1320], and Guy de 
Chauliac [1300-1367], to name but three. It is note- 
worthy that these men who did so much to ad- 
vance surgery are as one in lamenting the decline 
of the practice of surgery by physicians. “Physi- 
cians regarded it as undignified to practice surgery, 
and especially blood letting, but left them both in 
the hands of barbers,” complained Bruno de Longo- 
burgo in his Chirurgia Magna. 
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At this point we may properly ask “what hap- 
pened to bring surgery, once so highly esteemed in 
the practice of medicine, down to so low a level?” 
Again, and to anticipate our further treatment of 
the subject, we may ask “what was it that subse- 
quently redeemed surgery and made of it not only 
an honored, but, as I am told, a highly rewarding 
practice?” Surgery, it should be noted, was re- 
habilitated long before the advent of modern 
medicine, that is, before bacteriology, asepsis, and 
anesthesia. Of John Hunter (1728-1793) it was said 
that “he found surgery a mere mechanical art, and, 
left it a beautiful science,” and also that he “made 
gentlemen out of surgeons.” The latter statement, if 
taken literally, is a dubious compliment, but the 
observation is intended to be taken historically 
rather than literally. I raise these questions with no 
intention to pursue them. My purpose in citing the 
history of surgery was merely to point out that the 
vision of the development of medicine as a process 
whereby the specialties detach themselves from the 
main trunk to flourish anon just is not correct. It 
does not conform to reality. 


The Lay Origin of Specialism 


Nor for that matter is this vision supported by 
the history of other specialties. It may not prove 
flattering to the “professional origins” of the 
orthopedist, the dentist, the oculist, the proctologist, 
the urologist, and the dermatologist, to name but a 
few, but it is true that the practitioners in each of 
these specialties from the Middle Ages down to 
recent times were in the main minstrels, mounte- 
banks, and quacks, that is, sharpers of everv kind 
and variety. | am not sure we are entirely fair to 
these stalwart pioneers, for sharp they surely were, 
and they had to be; no doubt among them there 
were also many men of high skill, fine dexterity, 
and of much practical, if not of academic, wisdom. 
Be that as it may, the lithotomist, the bone setter, 
the lens coucher, the fistula mender, and the extrac- 
tionist were specialists who plied their specialties 
long before medicine itself had become diversified. 

We must conclude then that specialization is 
therefore not concomitant with, nor is in itself, a 
gauge of the advancement of medicine. Historical- 
ly, medicine was never more specialized than as 
it was practiced in ancient Egypt. In “The Persian 
Wars” (volume 2, page 84), Herodotus reported 
that in Egypt “Each physician applies himself to 
one disease only, and not more. All places abound 
in physicians; some physicians are for the eyes, 
others for the head, others for the teeth, others for 
the intestines, and others for internal disorders.” 

From this we may conclude that in the history of 
medicine specialism is a problem apart. It is not. 
as some have affirmed, and many believe, the 
inevitable concomitant and the logical resultant of 
scientific progress. (Indeed, the long view of the 
history of science reveals the pattern of periodic 
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diversifications in interest and knowledge, that is, 
of specialization, followed by periods wherein the 
synthetic unification of knowledge is achieved. 
Science is never more innately consonant and re- 
warding than during its unitary stages. ) 

But if specialism is a problem apart, then what 
indeed is it? Before treating of it further, we re- 
quire precise definitions of specialism, specialties, 
and specialists. For on examination we find that the 
term and the concept of a specialty and of a special- 
ist relates to a number of diverse professional func- 
tions. There are specialists in single diseases as, for 
example, the tuberculosis specialist, or the syphi- 
lologist. There are specialists in the use of singular 
instrumentalities, as, for example, the x-ray special- 
ist. There are operational specialists, as, for 
example, the surgeons and the obstetricians. There 
are specialists in single organs, as the eye specialist, 
and of single systems, as the neurologist or the 
gynecologist. It is true that none of these specialties 
is insular and that the specialists who pursue them 
have an overlapping knowledge of other depart- 
ments of medicine. Yet the significant conclusion 
that can be drawn from the most ample catalogue 
of the different references which the terms specialty 
and specialist carry amounts to this: the common 
factor in medical specialism can only be described 
in negative terms. A specialist is one who does not 
practice comprehensive medicine. He only exer- 
cises his skills in some subdivision or in some par- 
tial function within the larger framework of 
medicine. 


Specialism and Comprehensive Medicine 


This definition is not intended to be, nor is it, 
basically derogatory. It is purely descriptive. It is 
also historically most suggestive and most signifi- 
cant. Allow me to project certain of its telling 
implications. One is that with the advancement of 
medicine comprehensive medicine as such cannot, 
and is not, to be practiced. Only the specialties are 
liable to be practiced. The other telling implication 
is that the summation of the practices of the special- 
ties in effect constitutes the practice of compre- 
hensive medicine, that is, of total medicine. Here 
we encounter the reversal of the famous dictum 
that the whole is greater than the sum of its parts. 
Specialism implies that “the sum of the parts is 
equal to the whole.” Group practice does not pub- 
licly subscribe to these convictions, but they are 
inherent in the rationale and procedures of group 
practice, which, in effect, amounts to the deliberate 
structuring of “basic specialists” in a close cluster 
pattern. 

Specialism in medicine, however, long antedated 
group practice. Group practice is merely the latter- 
day logical development of the theoretical concepts 
on which modern medicine is founded. These 
theoretical concepts can best be described as 
specificism in the etiology of disease and in therapy. 
The concern of modern medicine was deliberately 
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and avowedly fixed on disease. The specific causes 
of specific diseases, the specific treatment of 
specific diseases, and the specific prevention of 
specific diseases comprise the three principal 
branches of modern medicine. The pursuit of these 
concerns is best effected by specialization. Hence 
our specialists and specialties, all of which, with the 
possible and partial exceptions of pediatrics and 
obstetrics, are concerned and occupied with disease. 

Modern medicine has not been concerned with 
health, save only in the negative sense of “the 
seeming absence of disease.” It has been almost 
entirely occupied with the “conquest of disease.” 
It has openly subscribed to the faith that health is 
to be gained only in the conquest of disease. Von 
Behring formulated, professed, and proclaimed this 
faith. It has not been disavowed, at least not by an 
appreciable number of medical Jeaders, though 
some few, the late John Ryle for one, have pro- 
tested and have argued that the seeming absence 
of disease cannot be equated to health, nor is health 
to be gained in the “serial” conquest of disease. 

The concept embraced in the conquest of dis- 
ease is seemingly very simple. In effect, however, it 
is enormously complicated and, incidentally, of 
dubious validity. In its simple and popular form, 
popular among physicians no less than among the 
informed laity, it corresponds to Ehrlich’s analogy 
of the magic bullet. Modern medicine, it is postu- 
lated, discovers the malignant agent which causes 
disease, then contrives a magic bullet, which, like 
the guided missile of the military, finds its mark, 
the malignant agent, and destroys it. Then there is 
no more disease, and by that token, the person who 
was ill is now well. He is healthy. 

The interesting thing is that medicine can boast 
of few specifics, that is, of few magic bullets, and 
even those deemed to be specifics do not function 
quite like guided missiles. It is also very question- 
able whether medicine has conquered any appre- 
ciable number of diseases. We may claim that 
much for medicine only if we embrace under the 
term medicine all the biological sciences, including 
the sciences of hygiene and sanitation. But that is 
a loose, and to my mind not only unwarranted but 
confusing, extension of the range of medicine. I 
would limit the meaning of “medicine” to that which 
is practiced by the physician in relation to his pa- 
tient. It is after all here that we find the specialism 
with which we are concerned. 


Physiological Versus Clinical Medicine 


In this purview it can be seen that the physi- 
ologists have contributed more to the conquest of 
disease than have the clinicians, that is the medical 
practitioners, specialists included. Furthermore 
and perforce the physiologists have been more 
deeply concerned with the normal than with path- 
ology. Their contributions have obviated disease by 
pointing the ways to the maintenance and fostering 
of health. The physiologists have not been specifi- 
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cists, for health is not a specific factor but the re- 
sultant of many contributing, correlated factors 
(witness Claude Bernard’s magnificent concept of 
homeostasis ). 

I cannot undertake to support this affirmation 

with many data, nor do I think it necessary that 
I do so. Yet I would refer to the contributions which 
the science of nutrition, primarily and essentially 
a physiological discipline, has made to the conquest 
of disease, chiefly in enabling us knowingly to pro- 
mote well-being. One needs but think of the con- 
quest of rickets, with its multiform complications 
ranging from long-bone deformity and_ pelvic 
distortion to tetany, to gain some idea of the pro- 
tean beneficial effects of this science. Endocrinology 
is another physiological discipline with far-reaching 
effects in the conquest of disease. It is worth noting 
that there is more than a casual relationship be- 
tween nutrition and endocrine function, as may be 
witnessed, for example, in the role of iodine in 
thyroid function. Indeed it is not all a bizarre 
assumption that what are classed as trace elements 
among the chemical components of the body may 
play a very determining role in the functions of the 
endocrine system. Our growing knowledge of the 
operations in the human economy of the trace 
elements, I am certain, will not only enable us to 
promote well-being but may contribute phenome- 
nally to the conquest of disease. 
On a par with the physiologists in their telling 
contributions to the conquest of disease stand the 
public health scientists. Yet their functions, their 
operations in the field of health promotion and 
disease control and prevention, are difficult to de- 
fine. That is so, in part, because their operations 
are so varied and so numerous and also because, 
perforce, some phases of public health have been 
tinged with specificist theories and ideas. Public 
health has, like medicine, suffered from an excessive 
preoccupation with disease. That, however, has 
been so only during the past 150 years. During its 
long history, which extends over more than 2,000 
years, public health has been, in essence, the science 
of man’s ecology. Public health, from the most 
ancient times on, has served and guided man in 
the effective manipulation of his environment. This 
science above all others has enabled man so greatly 
to increase in numbers and to spread to the four 
comers of the earth. 


Medicine and Human Ecology 


The Hippocratic classic “On Airs, Waters, and 
Places” was a primer in human ecology. I empha- 
size human, for it lies in the nature of man even 
merely to desire salubrious environments but even 
more to render those places where he lives fitting 
to his wants and needs. Man is a manipulator and, 
in a measure, the master of his environment. 
Animals go to the water hole, but man sinks wells, 
builds aqueducts, and in various other ways fetches 
water to serve his needs—precisely where his needs 
are. Man, to reiterate, does not helplessly yield to 
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his environment: he manipulates it, he bends it to 
his will in a thousand ways and more. Of course, 
the extent to which man can manipulate his en- 
vironment with safety, and to his enduring advan- 
tages, has its limits. That, incidentally, is a realiza- 
tion not yet fully or widely appreciated. Impressed 
with the many things man can do and has done 
with and to his physical environment, many are 
unmindful of the collateral effects and labor in the 
persuasion that man can do anything and every- 
thing—in time. In this man is an ecologic ignoramus. 

That public health is essentially the science of 
human ecology is not a common persuasion. I 
expect it will become so in time. For basically it is 
a sound and an illuminating identification. Con- 
sidered in this light the main enterprise of public 
health, as well as its major achievements, become 
intelligible as a consistent performance. Otherwise 
they seem but a miscellany of separate acts, to be 
catalogued in such categories as water supervision, 
sewage and garbage disposal, food inspection, and 
nuisance control. Even so seemingly singular an 
achievement as the production of an effective vac- 
cine against poliomyelitis, when examined in its 
larger and deeper relations, can be recognized as 
an achievement in ecologic control and adaptation. 
Commonly it is viewed as a “miracle” in viral 
immunology. In its lesser dimensions, it is all of 
that, but in effect it is an ecologic adaptation of 
great significance. 

Since this is a point of significance in the larger 
argument which we are pursuing, I must develop it 
in more ample dimensions and in finer detail. Ecol- 
ogy is not a term that can be defined with facility, 
for it refers not to a thing nor to many things but 
rather to relations, that is, to relations between 
things and to the relation of relations between 
things, the things being of many orders and va- 
rieties. As a science, ecology is the study and ex- 
position of the multiple, and often of the subtle, 
effects, which both living and nonliving entities 
exercise one on another, and the many among 
themselves. 

As far as man is concerned, ecology is a humbling 
and a leveling science. It reveals that in the em- 
bracing scheme of things, in the scales of ecologic 
nature, man weighs no more ponderously than 
does the vibrio of cholera, the spirochete of syphilis, 
or the bacillus of phthisis. Contrary to the illusions 
bred by the evolutionism of the 19th century, man 
is not Nature’s darling, nor is he Creation’s favorite. 
Ecologic nature has no favorites and manifestly 
does not fend for man against the rest of its 
creatures. Ecologic nature is seemingly committed 
to but one objective, to the maintenance of what 
might be termed a cosmic homeostasis, that is, not 
to allow, or better still, to disenable one from 
among its many kinds of creatures to gain an un- 
balancing dominance over the rest. When the 
hawks outbreed the mice and rats, they evoke the 
ecologic countereffect of starvation—till balance is 
once again established between hawks and rodents. 
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That ecologic nature is not always effective in 
maintaining cosmic homeostasis, in the rather crude 
sense, is evident by the historic emergence of cer- 
tain new species and the disappearance of certain 
old ones. Man’s achieved preponderance, numeri- 
cally and power-wise, in the living world, likewise 
witnesses the fact that ecologic nature is manipula- 
ble. But this is only so under given conditions. 

Man is the only one of nature’s creatures who 
has learned how to deliberately manipulate ecologic 
nature. He is not, however, always mindful of the 
fact that she is only manipulable but never to be 
corrupted or traduced save with dire consequences. 
Under any circumstances there is always a pre- 
mium to be paid, a tribute to be rendered to 
ecologic nature for every novelty that is introduced 
into the established order. 

Man runs into the menace, or into the brunt, of 
disaster whenever he forgets this exaction of an 
ecologic quid pro quo. It is not possible, as was 
attempted during the Industrial Revolution, to 
herd great masses of humans into filthy slums, to 
work them long and hard, to feed them miserably 
on an inadequate diet, without suffering the retri- 
bution of plagues and of untimely deaths. It is not 
possible, as we are beginning to perceive, to dis- 
rupt the traditional and long-established patterns 
of the familial interrelations of husband and wife, 
and of parents and children, without encountering 
the untoward and manifold effects of social delin- 
quency, adult no less than juvenile. The point, of 
course,: is not that we should have avoided the 
Industrial Revolution with its emergent urbanism, 
nor is it that we should seek to retain the family 
pattern of, say, the Victorian Era. That is not the 
point at all. It is rather that we need be mindful of 
the broad ecologic changes effected by the immedi- 
ate alterations in the patterns of our existence and 
seek to compensate for them. That is what public 
health has endeavored to achieve, whenever public 
health has been at its best. It is an ecologic com- 
pensation to fortify bread with the very elements 
initially extracted from the grain during the milling 
process, when the process is an ecologic requisite 
to the feeding of urban populations dependent for 
their daily bread on commercial, mass bakers. It is 
an ecologic manipulation to expose an individual 
by means of vaccines or other antigens to a con- 
trolled encounter with noxious agents in order to 
achieve deliberately what ecologic nature might 
accomplish indifferently, to wit, the basis for a 
coexistence between “germ and man” favorable to 
the inoculated individual. 


Public Health as an Ecologic Discipline 


Ecology as a science and public health as the 
science of human ecology are subjects too vast and 
too complicated for ample treatment as subtopics. 
They are major subjects by virtue of their innate 
significance and dimensions. I have brought them 
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into my exposition in order to identify them, to- 
gether with physiological medicine, as the two 
disciplines which, far more than clinical medicine, 
have contributed to the “conquest” of disease and 
to the advancement of well-being, that is of health. 
And, as I am sure you must by this time anticipate, 
it is my conviction that the future in medicine be- 
longs to these two, to ecologic medicine and to 
physiological medicine, the last dealing with the 
normal and optimal internal milieu of the individ- 
ual, and the first, that is, ecologic medicine, with 
man’s external milieu, in its broadest and deepest 
implications. 

Yet what of the specialties? Seemingly we have 
wandered far from our committed theme. In truth, 
however, I've not forgotten my commitment. The 
long excursion was to my mind necessary, for as 
you will recall, I have argued that the specialties 
were developed chiefly as a result of modern medi- 
cine’s predominant concern with disease. Then, as 
we have seen, diseases have been conquered not by 
the clinical or surgical specialties but by ecologic 
and physiological medicine. The conquest of certain 
diseases has effected the death of certain specialties. 
In this dictum both “conquest” and “death” must 
be understood in a relative rather than in an abso- 
lute sense. 

I have referred to a number of diseases once 
common and now rare. Among them are rickets, 
chlorosis, and cretinism. To these we may add a 
number of other diseases not perhaps entirely rare 
but certainly of markedly diminished prevalence 
and of lowered demographic significance. Tuber- 
culosis is one, and an ecologic disease par excel- 
lence. Syphilis and gonorrhea assuredly have been 
conquered in the effective if not in the absolute 
sense. What then has happened to the venereal 
disease specialist and to his specialtv? The surgery 
necessitated by the sequelae of the Neisserian infec- 
tions, in both male and female, but especially in 
the female, has greatly been reduced. Reflect on 
what has happened to the surgical otologist whose 
raison détre were the chronic ear infections and 
the mastoid involvements? The dermatologist, one 
of the earliest among the specialists, has perhaps 
proportionately lost more terrain than any other 
specialist. Consider, for example, that broad class 
of skin disorders, formerly falling within the realm 
of the dermatologist, which have literally evanesced 
under the impact of the physiological illuminations 
of nutrition and of endocrinology. 

With all this in mind I submit that what has hap- 
pened during the past quarter of a century is more 
than likely to be extended and intensified during 
the coming decades. I mean that we have wit- 
nessed only the infancy of physiological medicine 
and that the full import of ecologic medicine re- 
mains yet to be grasped, even by those in the van- 
guard of medical progress. Many more specialties 
will be revolutionized in the not too remote future. 
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The Promise of Physiological Medicine 


It is not at all playing the vainglorious role of 
the prophet to prognosticate the proximate resolu- 
tion of a substantial number of the mysteries that 
surround certain among the leading causes of death 
—-specifically of malignant growths, atherosclerosis, 
coronary disease, and malignant hypertension. To 
this list I might add, just to come closer to home, 
the diseases of dental decay. Nor is it too wild a 
guess that much of the illumination that will dis- 
sipate the mysteries surrounding these diseases will 
come by way of physiological explorations into the 
normal. To envisage the effects of these much to be 
hoped for developments, think what a blessing to 
mankind, and how ruinous for dentists it would be, 
were it really possible to prevent dental caries. I 
do believe this possibility will eventuate. I do not, 
however, think it will be ruinous for dentists. They 
will simply work less hard and more effectively in 
other directions. Similarly, think how much of sur- 
gery will be obviated when we have learned to 
control the neoplastic growths; this, too, is within 
realistic prospects. 

The combined research attack, now being focused 
on atherosclerosis and coronary disease, notably 
along the tangents of the metabolic fate of fats, 
promises, I am confident, some fundamental insight 
into the physiological derivation of these disorders. 
Since metabolism is under the sway of the en- 
docrine system, it is not rash to anticipate the 
uncovering of some implicated endocrinologic fault 
in the atherosclerotic processes. Nor should we 
overlook the apparently significant role of exercise 
in the retardation of these disorders, as has been so 
clearly demonstrated in the epidemiologic studies 
of J. N. Morris. 

On the future of cancer research I dare not ven- 
ture a prognostication, save in the most general 
terms, namely that cancer, or better the neoplasms, 
will yield their mystery to physiological research 
centered on the complexities of embryologic 
growth, reparative tissue growths, and the mecha- 
nisms of their provocation and arrest. Here the 
morbid and malignant lie too close to the “life 
creative and normal” not to be under the swav of 
similar if not identical principles. 

This portion of my presentation, however, fills 
me with uneasiness, and I must hasten to get 
beyond it. Indeed, I must disavow any seeming 
pretense to the gifts of prophecy. For such a gift 
I lack the requisite knowledge and the sublime 
faith in self that is even more requisite than knowl- 
edge. It was not my intention to say precisely how 
these major diseases will be eliminated but rather 
that they will be in the foreseeable future, most 
probably because of our growth in physiological 
knowledge and by the cultivation of better ecologic 
medicine. When that happens, we will witness the 
“death” of other specialties currently preeminent. 
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The Future of Medical Service 


What I mean to convey is this: the future of 
medical service is not to be envisaged as a con- 
tinued refinement, as well as increase, in the spe- 
cialties, with the consequent parceling out of the 
patient to a host of men, who will care for him and 
treat his illnesses. I think rather that within two 
generations, that is before the second millennial year 
is reached, medicine as a science, and medical serv- 
ice perforce, will have undergone a revolutionary 
change, in many respects as profound as that 
effected by the rise of bacteriological sciences. 
This revolution will not be brought about by the 
economic, legislative, or social manipulations of 
well-meaning men but by the maturation of those 
knowledges and intelligences embraced in physi- 
ological, and in ecologic, medicine. Unless global 
disaster puts an end to civilization and to science, 
the eventuations I have sketched are to my mind 
inevitable. 

I am conscious of the fact that in my presenta- 
tion I have been somewhat light in my treatment of 
present-day medicine, including its specialists. I 
may have thus given you an erroneous idea of the 
esteem in which I hold contemporary medical 
science and its practitioners. I deem them both of 
the highest order. Were I grievously sick and had 
I the choice to be sick in any age in history, from 
the time of Hippocrates to the present, I would 
choose none but the present. For at no time in the 
history of man has the practitioner of the healing 
art been as tutored in the skills and as well armed 
with as great a multitude of means to fend against 
the ravages of sickness, and even more against pain 
and suffering, as he is today. 

But as I have argued and as is clear to all think- 
ing men, the treatment of disease is not the equiva- 
lent of the promotion of health and well-being— 
and specialists treat disease. 

I am not so sanguine in my hopes for mankind, 
nor so naive, as to believe that man will ever so 
manage his life as to have no need for “cures” and 
for the specialist who ministers them. I can en- 
visage an attrition in specialties and specialists but 
not their total elimination from the medical scene 
or corps. It is only that I can see the future of 
medicine as lying in directions other than greater 
and ever greater specialism. 


2 E. 103rd St. (29). 
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ABSENCE OF ACTIVE IMMUNIZATION AGAINST INFECTIOUS HEPATITIS 
FOLLOW-UP STUDY AFTER ADMINISTRATION OF GAMMA GLOBULIN 
Paul F. Wehrle, M.D. 


and 


William M. Hammon, M.D., Pittsburgh 


Gamma globulin has been established as an ef- 
fective prophylactic agent against infectious hepa- 
titis.' The dose required for prophylaxis has been 
comparatively small and has ranged from 0.01 to 
0.06 ml. per pound of body weight in various 
studies. Administration of gamma globulin has at 
times been followed by unexpectedly long periods 
of protection against clinically apparent hepatitis.’ 
Since protection has persisted for several months, 
even with doses in the lower range of effectiveness, 
some factor in addition to the passive transfer of 
antibody must be operative. This seems particu- 
larly true in view of the fact that the half-life of 
homologous gamma globulin (labeled with radio- 
iodine [I'*']) in man is three weeks or less.* This 
short half-life is consistent with prior observations 
of protection against measles and_ poliomyelitis, 
since protection appears to wane within three to 
eight weeks. a 

Stokes * recently reviewed the possible mecha- 
nisms involved in prolonged immunity against hepa- 
titis after administration of gamma globulin. Of 
the mechanisms suggested, the most probable ap- 
peared to be that of active but clinically inapparent 
infection occurring relatively soon after the ad- 
ministration of gamma globulin and resulting in a 
long-lasting “passive-active” type of immunization. 
Attempts to reproduce this mechanism experimen- 
tally have not as vet yielded conclusive results.” 

Another possible mechanism for the persistent 
immunity observed may be the presence of small 
quantities of either attenuated or inactivated hepa- 
titis agent in the gamma globulin. This agent, while 
apparently not producing illness, might stimulate 
active immunity of a degree sufficient to prevent 
subsequent disease. Since large pools of plasma 
have been shown to contain hepatitis-producing 
agents comparatively frequently ° and since vari- 
ous viruses have been incompletely cleared from 
gamma globulin when plasma is fractionated by 
current commercial methods,’ this mechanism for 
immunity appears to be a_ possibility requiring 
further attention. 


Materials and Methods 


The persons studied were recipients of either 
gamma globulin or gelatin during the field studies 
of 1951 and 1952 for the evaluation of gamma 
globulin as a prophylactic agent against poliomye- 
litis.° These field studies involved the inoculation 


From the Department of Epidemiology and Microbiology, University 
of Pittsburgh, Graduate School of Public Health. Dr. Wehrle is now 
with the Department of Pediatrics, College of Medicine, Upstate Medi- 
cal Center, State University of New York. 


Recipients of either gamma globulin or 
gelatin, during the field studies of 1951 and 
1952 for the evaluation of gamma globulin 
as a prophylactic agent against poliomyelitis, 
were studied to observe the effect of the same 
gamma globulin against infectious hepatitis. 
The total number of reported cases of hepa- 
titis and the cumulative rate in each area 
during the five-year period after injection 
were as follows. Of a population of 10,794 
who received gamma globulin, there were 20 
cases of hepatitis (1.9 per 1,000); of 10,794 
who received gelatin, there were 16 cases 
(1.5 per 1,000); and of 14,155 not given in- 
jections, there were 46 cases (3.2 per 1,000), 
for a total of 82 cases from a population of 
35,743 (2.3 per 1,000). It seems certain that 
these lots of gamma globulin did not contain 
an inactive or attenuated agent capable of 
producing an active immunity against clinical 
hepatitis and that gamma globulin did not 
produce hepatitis in these areas. 


by random selection of children of specified ages 
with either gamma globulin or 1.5% gelatin-solu- 
tion placebo in doses averaging 0.14 ml. per pound 
of body weight. Only two of the three original 
areas were suitable for this review, since records 
of individual cases of hepatitis were not available 
from the third area. The first area studied was Utah 
County, Utah, where 5,720 children of ages 2 to 
8 years were inoculated, half with gamma globulin 
and half with gelatin, in 1951. A total of 6,800 chil- 
dren of similar ages were estimated to be in the 
“observed control” group in this area. The second 
geographical area was Woodbury County, Iowa, 
and adjacent Dakota County, Nebraska, with an 
inoculated child population of 15,868 and observed 
noninjected controls estimated to number 7,355. 
The ages included in the latter area were 1 to 11 
years, and all inoculations were given in 1952. At 
no time was the type of material injected disclosed 
to the participants. 

All cases of hepatitis reported to the local health 
departments * during the five-year period after in- 
oculation were analyzed for participation in the 
inoculated group of the study, and, if study par- 
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ticipants (verified by name, address, and date of 
birth), they were analyzed by type of inoculum 
received. Cases of patients with similar names but 
with discrepancies regarding either date of birth 
or address were verified prior to inclusion in the 
inoculated group. 

A total of 73 cases of hepatitis were reported 
during the 10 years prior to the date of injection 
in Utah County.*” The maximum number of cases 
in any one year was 27 and the median number 
was 4. Cases had been reported in 8 of these 10 
years. In Woodbury County the situation was quite 
different. Only five cases were reported during this 
10-year period, and all of these cases were reported 
in a single year. It must be pointed out that re- 
porting of hepatitis was not required or requested 
until about the time of the institution of the field 
studies. 

In regard to other factors concerned with com- 
pleteness of reporting in the case of hepatitis, it 
should be pointed out that gamma globulin for 
the prophylaxis of hepatitis among household con- 
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to clinics, was not prevalent in either of the study 
groups or the noninjected contacts for more than a 
year after the injection period. The sudden com- 
plete absence of this disease for 18 months in Iowa, 
after 32 cases had been recorded earlier in 1952, 
is interesting but extremely difficult to evaluate. 
When cases began to appear again in these areas 
they occurred in the two injected groups with 
approximately equal frequency. The slight excess 
of four cases in the total gamma globulin group 
is probably not significant and represents an excess 
of cases in one area three years after injection. 

The total number of cases of hepatitis and the 
cumulative rate in each area during the five-year 
period after injection is as follows. Of a population 
of 10,794 who received gamma globulin, there were 
20 cases of hepatitis (1.9 per thousand); of 10,794 
who received gelatin, there were 16 cases (1.5 per 
thousand ); and of 14,155 not given injections, there 
were 46 cases (3.2 per thousand), for a total of 
82 cases from a population of 35,743 (2.3. per 
thousand ). 


Cases of Hepatitis Reported from Two Study Areas Among Recipients of Gamma Globulin 
and Gelatin and Among Noninjected Children of Similar Ages 


Utah County Woodbury-Dakota County Totals 
Injected Group Injected Group Injected Group 

Year of Gamma Not All amma Not All Gamma Not 1 

Report Hlobulin Gelatin Injeeted* Casest Globulin Gelatin Injeeted* Casest Globulin Gelatin Injeeted* Casest 
OL EE OMELET 0 0 0 3 16 0 0 0 19 
0 0 0 1 32 0 0 0 33 
0 0 2 4 0 0 0 0 0 0 4 
0 0 1 1 6 7 6 7 18 51 
1 7 17 8 3 13 46 10 4 20 63 
ar 0 1 0 3 4 9 7 28 3 7 31 
shes 0 2 4 17 0 2 4 17 
Db tbéeeebebertecicaceeed tuhadea 2 2 10 29 18 4 36 189 2 16 46 218 


*Same age as injected, but not inoculated during the 1951 Utah County study or 1952 Woodbury-Dakota Study. Probably includes new residents, 


as well as those present, but not injected, at the time of the study. 
+ All cases reported from area, regardless of age or injection status. 
t Injections given in Utah County. 


§ Injections given in Woodbury and Dakota Counties. All 1952 eases prior to injections. 


tacts was provided by the health department in 
Woodbury County beginning in 1949.°° Gamma 
globulin had similarly been issued in Utah since 
about 1950.°” Consequently, one can expect that 
reporting of this disease would be considerably 
more complete after these dates, since reporting is 
necessary to acquire the prophylactic material. 


Results 


A total of 218 cases of hepatitis were reported 
from the two study areas during the five-year pe- 
riod after the establishment of the injection clinics. 
Eighty-two of these hepatitis cases were reported 
in children whose age indicated they would have 
been eligible for injection at the time of the field 
trials. On checking the records of injection, we 
found that 36 of these children had received either 
gamma globulin or gelatin in the 1951 or 1952 
clinics. The table indicates all cases of hepatitis 
reported by age group, by year of onset, and by 
injection status. Inspection of this table suggests 
that hepatitis, although present in both areas prior 


This summary suggests that the rate, as expected 
from the numbers in the table, is slightly higher 
in the group of patients who had received gamma 
globulin than in the gelatin group. This difference 
is not believed to be of significance. The consider- 
ably higher rate in the “observed controls” may be 
somewhat misleading. Although there have been 
no additions to the population in the gamma globu- 
lin and gelatin groups, and indeed probably some 
attrition of these groups has occurred due to popu- 
lation mobility, the “observed controls” group con- 
tains all new arrivals to this area as well as those 
present in this population at the time of inocula- 
tion. In addition to this problem two additional 
factors also enter. It must be remembered, first, 
that the uninoculated is an estimated population 
and hence may be subject to some error and, sec- 
ond, that the gamma globulin and gelatin groups 
were selected from persons who volunteered to 
take these substances, a factor that may vary with 
socioeconomic factors. Since it is apparent that 
hepatitis also may be correlated with socioeco- 
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nomic status, valid comparison between injected 
and “observed control” groups, particularly over 
this long period, is not possible. 

A large follow-up study of the possible presence 
of serum hepatitis virus in gamma globulin was 
made in 1951, at the time of the pilot study on 
gamma globulin and poliomyelitis in Utah County, 
Utah.” Twenty weeks after the four-day clinic pe- 
riod 5,767 questionnaire post cards were mailed 
to the parents of the inoculated children requesting 
information regarding the incidence of eight speci- 
fied infectious diseases during the intervening pe- 
riod. The main purpose was to obtain information 
regarding hepatitis, but questions were also asked 
about influenza, mumps, chickenpox, scarlet fever, 
measles, rubella, and pertussis. Inquiry regarding 
hepatitis was asked for under the term “jaundice” 
or “yellow jaundice.” Common names were also 
used for all other diseases. An unexpectedly good 
response was obtained in that 5,244 cards were 
returned, representing 91% of those mailed. The 
results are as follows: 2,652 persons received gam- 
ma globulin; one person who received gamma 
globulin and one who received gelatin had hepa- 
titis; 626 who received gamma globulin and 610 
who received gelatin had influenza; 113 who re- 
ceived gamma globulin and 133 who received gela- 
tin had mumps; 118 who received gamma globulin 
and 100 who received gelatin had chicken pox; 11 
who received gamma globulin and 10 who received 
gelatin had scarlet fever; 14 who received gamma 
globulin and 6 who received gelatin had measles; 
one who received gamma globulin and 5 who re- 
ceived gelatin had rubella; none who received 
gamma globulin and 4 who received gelatin had 
pertussis. 

Measles and rubella are the only diseases with 
unexpected differences of possible significance. The 
majority of these cases occurred more than 10 
weeks after the injections, so no effect from the 
inoculation would be expected. It is probable that 
there was a confusion in diagnosis between the 
two types of measles, accounting for the apparent 
differences between those given gamma globulin 
and those given gelatin. The one case of jaundice 
after administration of gamma globulin occurred 
in an 8-year-old female only three weeks after the 
injection. It was an asymptomatic jaundice of one 
week's duration, seen only once by a_ physician. 
He made no diagnosis except jaundice. This in- 
cubation period is too short for serum hepatitis. 
Two other siblings of this patient, aged 4 and 7 
years, did not become ill, nor did the parents. 


Comment 


Although the reporting of hepatitis in these areas 
may not be complete, there is no reason to expect 
differences in reporting between recipients of either 
gamma globulin or gelatin. Changes in the size of 
these two groups due to population mobility should 
not alter the relative proportions at risk. Therefore, 
the conclusion seems inescapable that nothing was 
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present in these lots of gamma globulin that might 
provide a long-lasting active type of immunization. 
Unfortunately, insufficient numbers of cases of 
hepatitis occurred in these areas during the period 
immediately after inoculation to permit any esti- 
mate of the duration of the effect of large doses 
of gamma globulin on the incidence of hepatitis. 
It seemed certain, however, that the duration of 
this effect, even with these relatively enormous 
doses, is less than two years and is probably con- 
siderably less than this. 

The data regarding absence of clinical jaundice 
during the 20-week period covered by the post card 
survey appear to offer convincing evidence of the 
absence of active hepatitis virus in gamma globulin 
given in relatively large doses in the largest series 
(2,652 children) followed to date. 


Summary 


The reported incidence of hepatitis over a five- 
year period in 10,794 recipients of gamma globulin 
and 10,794 individuals who did not receive gamma 
globulin and who were of similar distribution re- 
garding age, sex, weight, and geographical area has 
been determined. There is no evidence of significant 
differences in the frequency of hepatitis in either 
group during the five-year period. It was not pos- 
sible to determine the duration of the passive 
prophylactic effect, since insufficient cases occurred 
in these areas during the first two years of the 
period studied. It seems certain from these data 
that these lots of gamma globulin did not contain 
an inactive or attenuated agent capable of produc- 
ing an active immunity against clinical hepatitis. 
Post card survey data regarding 2,652 children of- 
fered convincing evidence that active hepatitis 
agent is not present in gamma globulin as prepared 
by current commercial methods of plasma frac- 
tionation. 


766 Irving Ave., Syracuse 10, N. Y. (Dr. Wehrle). 


This study was aided by a grant from the National Founda- 
tion for Infantile Paralysis. 
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CLINICAL NOTES 


TREATMENT OF TAPEWORM INFESTATION 


REPORT ON AN EFFECTIVE TREATMENT WITHOUT TOXIC EFFECTS ON HOST 


Sidney W. Rosen, M.D. 


and 
Everett D. Kiefer, M.D., Boston 


The beef tapeworm (Taenia saginata) and the 
pork tapeworm (T. solium) are the two most com- 
mon forms of taeniae found in the Boston area. 
We have had no experience with the use of the 
method described in this report in the treatment of 
the fish tapeworm (Diphyllobothrium latum) or of 
the dwarf tapeworm (Hymenolepis nana). Man is 
the primary host for all of these parasites, and in 
all but the dwarf tapeworm one or more inter- 
mediate hosts are necessary for the full life cycle to 
take place.’ The adult taeniae live in the small in- 
testine of man, their heads attached to the mucosa 
of the duodenum or jejunum.” They have no di- 
gestive tracts but absorb food through their body 
walls. The body of the worm, which may be as 
long as 15 ft., is made up of numerous segments 
each of which discharges ova from an oviduct. 
When the eggs are eaten by a suitable host (the 
cow for T. saginata and the pig for T. solium), they 
hatch in the intestine and the larvae migrate by 
they become encysted. When the infested meat in 
the raw or insufficiently cooked state is eaten by 
man, the cysts are liberated in the digestive tract 
way of the bloodstream into the muscles, where 
and the tapeworm head enclosed in the cyst be- 
comes attached to the intestinal wall and grows 
into an adult worm in one to three months. The 
habitation in the intestine usually causes no symp- 
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toms. The patient seeks medical help when he 
observes the proglottides in the stool as gray, flat, 
squirming, ribbon-like structures. 

On rare occasions the patient may reinfect him- 
self and become the intermediate as well as the 
primary host. This occurs when the ova are re- 
gurgitated or are transmitted to the mouth; the 
active larvae liberated in the upper digestive tract 
invade the bloodstream and become encysted in 
the muscles. This condition, which is known as 
cysticercosis, may cause severe symptoms, including 
fever, muscle pains, and central nervous system 
irritation with convulsions.’ 

Many different drugs and chemicals have been 
used in the extirpation of tupeworms, the rationale 
being to give a drug that is toxic for the head of 
the worm so that it will relax its hold on the mucosa 
long enough to permit expulsion of the entire worm 
by strong catharsis. It is well known that, even 
when the long segmented body of the worm is ex- 
pelled, if the head or scolex does not come away 
the worm will regenerate. The extract of male 
fern (aspidium oleoresin) has been used for many 
vears but has never been fully satisfactory because 
of its frequent inefficacy, the disagreeable taste, 
and the occasional severe, and sometimes serious, 
toxic side-effects on the patient.’ The table lists 
some other drugs that are used and indicates their 
reported efficacy. All of these drugs which have 
toxic effects on the worm are also toxic for the 
host.* 
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In recent years many reports attest to the good 
to excellent results obtained with quinacrine 
(Atabrine).° Nausea and vomiting still occur in 
many patients, but sodium bicarbonate admin- 
istered with the quinacrine is said to prevent this. 
Other reports indicate successful treatment when 
the transduodenal tube was utilized to administer 
quinacrine as well as oleoresin, hexylresorcinol, car- 
bon tetrachloride, or tetrachloroethylene.°® It should 
be remembered that all of these drugs are potential- 
ly harmful. Quinacrine, of course, has not been re- 
ported as lethal, although occasionally it has caused 
severe, prolonged retching. 

In 1932, De Rivas’ presented a study which 
demonstrated that T. solium and T. saginata could 
not survive for more than five minutes if immersed 
in either glycerin or saline solution warmed to 
130-140 F. His study reported excellent results in 
curing tapeworm-infested patients when these solu- 


Results Reported in Literature of Treatment of Patients 
with Tapeworm Infestation 


Patients 
Treated, Cures, Failures, 
Drugs Employed No. No. No. 
Aspiridium oleoresin by transduodenal 
Carbon tetrachloride®* ............... 16 12 4 
Tetrachloroethylene*® 3 5 
24 7 17 
Quinacrine (Atabrine)*4 .............. 488 347 141 


*No seolices recovered. 


tions were administered through a transduodenal 
tube. Our report concerns the results obtained 
with this method of treatment. 


Materials and Method 


This study is based on the data obtained from 
the histories of 40 patients hospitalized during the 
years 1930 to 1958. In all of these cases, the diag- 
nosis was based on demonstration of proglottides, 
ova, or both. The same therapeutic procedure was 
carried out in all cases. Before the treatment is 
begun, the following articles should be ready at the 
bedside: (1) a Rehfuss tube, (2) a 50-cc. syringe, 
(3) a bottle of glycerin, (4) a bottle of saturated 
magnesium sulfate solution, (5) a thermometer 
(preferably centigrade), and (6) 500 cc. of sterile 
saline solution. 

The procedure for treatment is as follows. 1. Pass 
a Rehfuss tube into the stomach. 2. Turn the pa- 
tient on his right side and allow the tube to pass 
into the duodenum. 3. Check the tube by fluoro- 
scope to be certain that the tip is well down in the 
second or third portion of the duodenum, beyond 
the ampulla of Vater. 4. When certain the tube is 
in position, introduce 1'2 oz. of magnesium sulfate 
solution through the tube. 5. Then introduce imme- 
diately 1% oz. of glycerin. 6. Then introduce im- 
mediately 2 oz. of a mixture of equal parts of mag- 
nesium sulfate and glycerin. 7. Then introduce 
immediately 500 cc. of the sterile saline solution 
which has been warmed to a temperature of 54-60 
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C or 130-140 F. A bucket and a bedpan should be 
ready in the patient’s room. The bucket should 
contain warm water or saline solution so that if the 
worm is obtained it can be preserved and iden- 
tified. 

Results 


No untoward reaction other than a flushing sen- 
sation has been noted. Two patients had mild 
tachycardia. In the great majority of cases the 
entire worm, with scolex attached, was expelled 
within 10 to 15 minutes after the treatment had 
been completed. Of the 40 patients treated, 31 
immediately obtained successful results, and in 
these the scolex was identified. In five other cases 
the scolex was not demonstrable. Follow-up studies 
of one to five vears in these five patients failed to 
reveal evidence of continued infection, and they 
are regarded as cured. Of the remaining four pa- 
tients, two did not respond to anv degree and did 
not pass any segments. The last two patients were 
unable to tolerate intubation, and, although they 
are not classified as treatment failures, they are 
representative of failure of the method and _ thus 
are included in our study. In summary, 36 of 40 
patients treated by intubation (as described above ) 
were cured of the tapeworm infestation. 


Comment 


It should be emphasized that no toxic drugs are 
required in the procedure outlined. Furthermore, 
the opportunity to demonstrate the worm and the 
scolex within a few minutes of completion of treat- 
ment is a point of great satisfaction to both the 
physician and the patient. It is true that the method 
requires the time of a physician or someone adept 
at passing a duodenal tube and also fluoroscopic 
facilities for positioning the tube in the duodenum. 
We have carried out all of the procedures in a hos- 
pital, but conceivably, if the required facilities are 
available, it could be done in the office. As far as 
the patient is concerned, the treatment does not 
make hospital care necessary either before or after- 
ward. 

Intubation may be objectionable to some; how- 
ever, the delight of the patient in seeing the worm 
almost immediately on termination of the pro- 
cedure is ample reward for the discomfort entailed 
in swallowing the tube. It does not seem likely 
that this method would be as applicable to young 
children. The voungest patient treated by us was 
12 vears of age. 


Summary 


Patients with tapeworm infestation have been 
successfully treated by transduodenal intubation. 
For this method, toxic drugs are not required. 
Glycerin, magnesium sulfate, and saline solution 
warmed to 130 F were introduced through the 
tube. Thirty-six of 40 patients were cured. Two 
were unable to tolerate intubation. 


605 Commonwealth Ave. (15) (Dr. Kiefer). 
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NEGATIVE REAGIN TESTS IN 


MARITAL PARTNER OF PATIENT 


WITH SECONDARY SYPHILIS 


THIRD INDICATION FOR TREPONEMA PALLIDUM IMMOBILIZATION TEST 


Nicholas J. Fiumara, M.P.H., M.D. 


and 
William Hill, M.D., Boston 


In a previous issue of THE JouRNAL ' we said that 
heretofore there were two indications for the tre- 
ponema pallidum immobilization (TPI) test but 
that to these should be added a third. We recom- 
mended this test in the following situations: (1) to 
help distinguish between the biologically false- 
positive and true-positive blood test for syphilis; 
(2) to assist in establishing a diagnosis of syphilis 
in patients who have clinical evidence of the dis- 
ease, particularly in late syphilis, but who have 
negative blood and spinal fluid serologic tests; and 
(3) to assist in the diagnosis of syphilis in a patient 
with epidemiologic evidence of the disease but 
with negative clinical and serologic findings. 

As illustrative of the third indication, a case was 
presented wherein an 8-year-old boy, examined by 
us in 1955 because of a positive reaction to the 
Hinton test, proved on clinical examination to have 
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congenital syphilis. However, his mother repeatedly 
had negative clinical and serologic (reagin) find- 
ings. The diagnosis of syphilis in the mother was 
established by the TPI test, thereby confirming the 
clinical diagnosis of congenital syphilis in the off- 
spring. The present case is another and more com- 
mon example of a patient who has epidemiologic 
evidence of syphilis but with negative clinical and 
serologic data. 


Report of a Case 


A 27-year-old woman was admitted to the outpatient 
department on Oct. 23, 1957, because of generalized arth- 
ralgia, headaches, sore throat, and fatigue, even after a good 
night’s sleep, for the past three months. In addition, she 
complained of blurring of vision for the past month or so. 
Her symptoms were not related to any acute disease and 
were gradual in onset. She weighed 112 lb. (50.8 kg.), 
which was 8 lb. (3.6 kg.) under her usual weight. The 
Hinton blood test was positive. Except for her complaint, 
the system history was negative and so was the physical 
examination. There was a family history of tuberculosis, a 
maternal aunt having died of this disease, but periodic 
x-ray examination of the chest had been negative. 

The social history was more revealing. The patient had 
been married for seven years and had two children, a girl 
aged 6 and a boy aged 4. Her husband was two years older 
than she, and they had enjoyed a happy married life up to 


about five years previously, when he was in the service. 
When he returned from overseas he began to drink heavily 
and go out with other women. Although his wife was preg- 
nant at that time, he abused her and was arrested on three 
occasions for beating her up. Although he was physically 
and verbally abusive to her, he had never failed to support 
her financially. On his discharge from the Army in 1954, 
the abuse continued and she prepared to get a separation. 
He promised to reform, and thereafter he did not physically 
abuse her, but he continued to make unsavory remarks. 
He showed no interest or affection for the children. After 
the birth of her child in 1953, she had avoided marital re- 
lations whenever possible. 

A Hinton blood test done on Oct. 23 was positive. The 
patient returned to the outpatient department a week later, 
still complaining of generalized arthralgia, headache, sore 
throat, and fatigue. Six days previously a generalized 
maculopapular rash had developed. It was discrete, pain- 
less, nonpruritic, and infiltrative and involved the face, 
trunk, and upper extremities and less so the thighs and legs. 
There were discrete split papules on the palms and others 
on the soles. There were no mucous patches or condylomas. 
The patient’s last exposure was three weeks previously with 
her husband. She denied any other exposures. 

A diagnosis of secondary syphilis was made, and treat- 
ment was begun immediately. That evening she had a 
typical Jarisch-Herxheimer reaction, characterized by chills, 
fever, severe bone and muscle pain, intensification of the 
sore throat and headache, and enlargement and reddening 
of the skin lesions. She completed the course of treatment 
without any difficulty. 

The patient was asked to bring her husband and two 
children in for an examination. The two children were clin- 
ically and serologically negative. The husband denied any 
history of syphilis or other venereal disease, but on a sub- 
sequent visit he admitted having contracted gonorrhea 
while in the Army, for which he had received treatment. 
He denied extramarital exposures except for the time he 
spent in the service. He admitted drinking heavily but had 
never lost a day’s work because of it. Two months previously 
he had been admitted to a hospital because of a chemical 
burn on the genitals, caused by the spilling of kerosene on 
his clothes while he was at work. Swelling and edema of 
the penis developed, with phimosis necessitating a dorsal slit. 

The physical examination at the clinic was negative. 
Quantitative Hinton tests on Nov. 2, 9, and 14 were also 
negative. A Hinton test on Nov. 23 was doubtful. On Nov. 
14 a lumbar puncture was performed; the spinal fluid con- 
tained two cells; the total protein was 35 mg. per 100 cc.; 
the gold sol curve was 0011100000; and the Davies-Hinton 
test was negative. However, TPI and Treponema pallidum 
complement fixation (TPCF) tests, also performed on this 
day, were positive, thereby establishing a diagnosis of 
syphilis in the husband. After repeated questioning the 
patient recalled that during his hospitalization in the pre- 
vious summer he had received two daily injections of 
penicillin because of balanitis. A transcript of his hospital 
record confirmed this and that he was admitted to the hos- 
pital on Aug. 5. It also stated that four days after admission 
a qualitative Hinton test was positive, and in view of this 
report the genital lesions were reexamined. They did not 
appear to be either primary or secondary syphilitic eruptions 
but had the earmarks of a chemical burn. A repeat Hinton 
test was negative on Aug. 16. 

This patient was evaluated, and a course of penicillin 
was given consisting of 6 million units. The treatment was 
started on Nov. 25; two days later the quantitative Hinton 
blood test was positive in whole blood, and it was again 
positive five days later. Treatment was completed on Dec. 6, 
but in spite of his wife’s repeated urging he did not return 
to the clinic for post-treatment examination until April 12, 
four months later. 
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Epidemiologic Analysis 


This 27-year-old housewife had completed her 
treatment on Nov. 10, 1957. Two months later the 
Hinton blood test was negative. Blood samples 
taken on Feb. 1, March 1, and April 12 remained 
negative. On each visit to the clinic the patient was 
interviewed concerning extramarital contacts. These 
she denied, and it is our belief that she was telling 
the truth. Her husband, on the other hand, when 
brought to the clinic by his wife, never asked such 
questions as why he was being examined, what was 
the matter with his wife, why we wanted to do a 
lumbar puncture, and why we took the repeat 
blood tests. He never volunteered any information 
and answered questions briefly and to the point. 
Although his visits to the clinic were in the morn- 
ing, he always had a strong odor of alcohol on his 
breath. He denied extramarital relations since get- 
ting out of the Army but admitted to heavy drink- 
ing, though he did not drink to the point where he 
lost time from work. He admitted that he might 
have had extramarital relations with someone he 
met at a bar, but if he had he could not recall who 
she was and when the event occurred. Even though 
it was explained to him that whatever information 
he gave us would be privileged and that his wife 
would not know of any extramarital activities, the 
patient steadfastly maintained that he could not 
remember any extramarital relations. When asked 
how his wife picked up her disease. he replied. 
“She no doubt got it from me.” He labeled as ab- 
surd any possibility of his wife cheating on him. 
“She's not that kind of a girl,” he said. “She had 
plenty of chances when I was overseas; instead she 
preferred to stay with her mother and be loyal to 
me.” How did the patient explain his disease? He 
must have picked it up when he was too drunk to 
remember. At the conclusion of treatment, he 
failed to return to the clinic for post-treatment 
examination until four months later. He then ad- 
mitted to an extramarital exposure in July, 1957, 
naming the contact, who proved to be infected. 


Summary and Conclusions 


A married woman had the most infectious stage 
of syphilis, the secondary. Her husband on re- 
peated examination had no clinical or laboratory 
evidence of this disease. Epidemiologically his 
chances of escaping infection, had he been the in- 
nocent partner, would be smal] indeed. However, 
the presence of the disease in him was established 
through the Treponema pallidum immobilization 
and Treponema pallidum complement fixation 
(TPI and TPCF) tests, which were positive. 

It has been repeatedly stated that penicillin or 
any other antibiotic adequate for a particular dis- 
ease the patient may have had, but inadequate for 
syphilis, may render reagin tests negative, thus 
making the diagnosis of syphilis at a later exami- 
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nation difficult and at times impossible to establish. 
The husband was treated for gonorrhea in the Army 
four years ago. The amount of penicillin given is 
not known. He again received penicillin intramus- 
cularly, 300,000 units a day for two days, three 
months prior to his initial examination. We do not 
know how much penicillin or other antibiotic he 
may have received. 

In the light of this experience, when a physician 
is confronted with infectious syphilis in one spouse, 
repeated examinations of the other spouse should 
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be performed, and if these all are negative the con- 
tact should have the benefit of TPI and TPCF tests 
before being discharged as not infected. As a corol- 
lary, spouses of infected patients with latent or late 
syphilis who have negative clinical and reagin test 
examinations for syphilis should also have TPI and 
TPCF tests performed before discharge. 
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OUTPATIENT TREATMENT OF POSTALCOHOLIC SYNDROME 


RESPONSE OF TWO HUNDRED FORTY-THREE ALCOHOLICS TO 
PROMAZINE HYDROCHLORIDE GIVEN ORALLY 


Harold I. Goldman, M.D., Denver 


Many general hospitals lack the facilities to treat 
the withdrawal symptoms of acutely exacerbated 
chronic alcoholism. The postalcoholic syndrome 
thus must often be managed on an outpatient 
basis. It devolves on the private physician to de- 
termine and to apply the most effective treatment. 

The aim of therapy is alleviation or prevention 
of the symptoms of the postalcoholic syndrome— 
ranging from severe headache and insomnia to 
nausea, vomiting, tremulousness, acute halluci- 
nosis, and incontinence of bowels or urine. Past 
efforts to control the postalcoholic syndrome in out- 
patients have been generally unsuccessful.’ Prop- 
erly administered, several agents introduced in 
recent years can prove helpful in such outpatient 
treatment. Our experience has included fair suc- 
cess with both mephenesin * and mephenesin plus 
glutamic acid.* Reserpine and certain other ata- 
raxics also have been evaluated by other investi- 
gators.* However, such drugs fall short of the ideal 
therapeutic agent. 

A therapeutically efficacious agent obviously will 
prevent development of withdrawal symptoms or 
will control those already present. In addition, the 
drug selected should (1) mitigate the craving for 
alcohol prevalent in such patients, (2) act directly 
on the central nervous system, since most symp- 
toms of the syndrome originate there, (3) produce 
a rapid response, (4) be relatively long-acting, 
orally effective, and diminish rather than aggravate 
gastrointestinal hypersensitivity, and (5) be safe 
for administration without close medical supervi- 
sion. 


Promazine (Sparine) hydrochloride is an ata- 
raxic of proved value in the hospital treatment of 
alcoholism. It also appears to possess many of the 
properties of the ideal therapeutic agent for out- 
patient management of the postalcoholic syndrome. 
Fazekas and associates ° have reported that pro- 
mazine effectively controlled excitation, acute trem- 
ulousness, hallucinosis, and delirium tremens in 
a series of 263 hospitalized alcoholic patients and 
have commented favorably on the drug’s antiemetic 
and sedative properties. Figurelli ° found that pro- 
mazine successfully controlled delirium tremens 
within 48 hours in the majority of 187 hospitalized 
alcoholics. 


Conditions of Study and Medication 


| have treated a small number of alcoholic patients 
in private practice with promazine, which success- 
fully controls the postalcoholic syndrome present. 
The current series of 243 patients were public 
charges seen in my capacity as police surgeon. All 
patients were examined in the Denver city jail in- 
firmary after their arrest for conspicuous drunken- 
ness. All exhibited two or more of the symptoms 
that make up the postalcoholic syndrome. Hallu- 
cinosis and tremulousness were most commonly 
seen. Some form of antisocial behavior (usually 
aggressiveness ) was noted in 170 patients. 

The sole aim of therapy was control of the symp- 
toms of the postalcoholic syndrome to assure that 
the patients might face an examining magistrate 
with minimum delay and with comprehension of 
the legal proceedings. No attempt was made to 
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treat the underlying chronic alcoholism. Most out- 
patients were chronic alcoholics, both “repeaters” 
and “spree drinkers,” with a long history of arrests 
on charges arising from their alcoholism. A number 
had associated debilitating diseases. The patients’ 
ages ranged from 16 to 74 years, with the greatest 
number between 30 and 50 years. 

Every effort was made to avoid the semblance of 
any treatment other than routine, in the eyes of the 
alcoholic patient. The physical examination each 
received on admission and the regular examinations 
performed thereafter formed a pattern established 
before the study began and was familiar to those 
alcoholics previously jailed. Blood pressure read- 
ings and other procedures ascertaining patient re- 
sponse to promazine caused no special interest and 
were accepted as normal by all. Patients with de- 
lirium tremens on arrest and those who developed 
delirium tremens after imprisonment were hospit- 
alized immediately and excluded from this study. 

Promazine hydrochloride, 100 mg. perorally, was 
administered under the supervision of the police 
surgeon immediately after imprisonment of the 
patients. The dose was repeated every four hours 


Response to Promazine Therapy in 243 Alcoholic Outpatients 


Improved*  Unimproved 


No. No % No. % 

133 124 93 9 7 
110 105 96 5 4 
243 229 14 6 


* Complete remission of symptoms referable to postaleoholic syn- 
rome. 


until all symptoms associated with the postalco- 
holic syndrome disappeared. In a few selected 
cases, an initial oral dose of 200 mg. was given. 
Therapy was generally continued for 12 hours, but 
in a few patients it was extended to 36 hours. 


Method of Evaluation and Results 


Clinical appraisal of outpatients for purposes of 
such a study as this will always present problems. 
So only two categories were tabulated: improved 
and unimproved. Improved response was defined 
as complete remission of symptoms referable to the 
postalcoholic syndrome. A patient was classed as 
improved only if he was completely sober when fac- 
ing the examining magistrate. If any vestige of the 
postalcoholic syndrome could be detected by the 
police surgeon, the patient was classed as unim- 
proved. 

Prior experience with alcoholics in the same 
prison environment as in the present study per- 
mits a general group-to-group comparison. Our 
own observation confirms that of other investigat- 
ors; without treatment, the mild to severe symp- 
toms of the postalcoholic syndrome can persist 
unimproved beyond 96 hours. 
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The table lists responses to promazine. No side- 
effects, toxic or allergic, were observed in any pa- 
tient receiving 100 mg. of promazine, nor was hypo- 
tension noted. In a few cases where an initial dose 
of 200 mg. was given, mild hypotension developed; 
blood pressure in one patient dropped about 15 
points to 100/80 mm. Hg; this patient was hospi- 
talized as a precautionary measure and made an 
uneventful recovery. No other side-effects were en- 
countered. 

Comment 


Reduction of aggressiveness was not a primary 
aim in this study. Yet it should be noted that pro- 
mazine completely controlled aggressiveness or 
boisterousness. The first 100-mg. dose was observed 
to quiet even the more abusive or exuberant alco- 
holics. Emesis presented no problem in the study. 
No patient retched continuously, and if a tablet of 
promazine remained on the stomach as long as 10 
minutes, the antiemetic properties of the drug ap- 
parently acted to control nausea, for no vomiting 
was noted beyond that time. 

Cell blocks confining alcoholics are well known 
for their high noise levels, a mélange of alcoholic 
whoops, profane language, and loud chatter. The 
contrast following oral promazine medication is as- 
tonishing. If awake, patients most often exhibit the 
well-behaved demeanor seen in a physician’s wait- 
ing room. Within 45 minutes after receiving the 
first dose of promazine, orally, the average alco- 
holic falls into a light sleep. Slumber, our experi- 
ence has shown, usually indicates that control of 
the postalcoholic syndrome is to occur. 

Where sleep does not follow the first 100-mg. 
dose, the patient should be carefully observed. Un- 
derlying emotional tension of considerable magni- 
tude undoubtedly exists. Failure to respond to an 
initial 100-mg. dose of promazine, given orally, will 
most often coincide with the more severe absti- 
nence symptoms in the postalcoholic syndrome. Our 
results suggest that patients who respond well to 
an initial dose of promazine recover promptly and 
fully from the postalcoholic syndrome without in- 
tervening delirium tremens. Subsequent mainte- 
nance doses of promazine, given orally, do not al- 
ways produce sleep. When somnolence occurs, the 
patient is easily aroused and responds readily and 
alertly to questioning. 

In our experience, promazine has proved highly 
effective for outpatient treatment of the postalco- 
holic syndrome after acute exacerbation of chronic 
alcoholism. The drug promptly controls severe 
withdrawal symptoms and abolishes tremulousness, 
hallucinosis, incontinence, nausea, and vomiting in 
the vast majority of alcoholic patients (more than 
90% in our series). We feel the drug is safely ad- 
ministered orally, by private physicians, to the al- 
coholic patient in dosages of 100 mg. repeated 
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every four hours as necessary. Promazine in our 
hands has demonstrated more merit than any other 
drug yet tested in ability to control the postalco- 
holic syndrome. 

The efficacy of promazine reported here may en- 
courage general hospitals to accept more alcoholic 
patients, even though they are acutely inebriated 
or exhibit severe abstinence symptoms. The calm- 
ing influence of the drug should abolish the need 
for restraints. It should also obviate complaints 
from other patients or hospital personnel about 
boisterous or unmanageable alcoholics. 


Summary 


The postalcoholic syndrome is controllable on an 
outpatient basis. Administered orally, promazine 
hydrochloride abolished all symptoms of the post- 
alcoholic syndrome in 229 of 243 (94%) chronic 
alcoholic patients in whom delirium tremens was 
not a complication. No side-effects were observed 
at the recommended dosage level. 
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METHYLPHENIDATE HYDROCHLORIDE THERAPY AFTER ATTEMPTED 
SUICIDE 


REVIEW OF THE LITERATURE AND REPORT OF A CASE 


Evelyn Parker Ivey, M.D., Morristown, N. J. 


Recent experience of successful treatment of a 
patient after an overdose of sedative demonstrated 
the effectiveness of parenterally given methylphe- 
nidate (Ritalin) hydrochloride in potentiating the 
pressor effect of levarterenol bitartrate, recognized 
to be a potent vasopressor drug in itself. This 
quality, in addition to the fact that methylpheni- 
date is a central nervous system stimulant with a 
wide margin of safety, warrants the consideration 
of all physicians who administer large doses of 
sedatives or who treat patients after attempted 
suicide. 


The patient, a 35-year-old woman, was found in a coma- 
tose state by her husband approximately six hours after 
having been observed in good health. By her side were 
empty bottles suggesting she had swallowed an unknown 
number of capsules of ethchlorvynol (Placidyl) and tablets 
of methyprylon (Noludar); the amount was later estimated 
as 9,000-10,000 mg. of the former and 14,000-18,000 mg. of 
the latter drug. The patient had been seen to drink alcoholic 
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beverages copiously on the preceding evening. When dis- 
covered, she was mildly cyanotic, with shallow respirations 
and a slow, thready pulse. Her pupils were dilated and did 
not react to light. Corneal and deep tendon reflexes were 
absent. 

Immediate treatment was instituted, consisting of gastric 
lavage followed by injection of a weak solution of mag- 
nesium sulfate, intravenously given caffeine and sodium 
benzoate, intranasal administration of oxygen, and cerebral 
stimulation with the use of an electrostimulating machine. 
The patient was placed in modified “shock position.” An 
oral airway insured patency of the air passage. Frequent 
suction removed secretions from the pharynx to further 
facilitate breathing. An indwelling urethral catheter per- 
mitted easy flow and the collection of urine for measure- 
ment. Further initial supportive treatment consisted of 
continuous intravenous infusion of 5% glucose or fructose 
(Levugen) in water with vitamin B complex with C 
(Berocca C) and the administration as antibiotics of peni- 
cillin and sterile penicillin-dihydrostreptomycin for suspen- 
sion (Combiotic). As the patient’s condition progressed, 
tracheal intubation became necessary. Secretions from the 
tracheobronchial tree were meticulously aspirated by use of 
a catheter and suction apparatus. Swollen eyelids, chemosis, 
and rales in the lungs revealed the presence of edema. Intra- 
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venous administration of 10% glucose in water replaced the 
previous solutions in the dehydration effort. Later in the 
course of treatment, it also became advisable to administer 
additional mineral salts solutions intravenously to counteract 
electrolyte deficits as determined by clinical and laboratory 
evaluations. 

Despite the early supportive treatment and the use of 
electrostimulation, the patient’s blood pressure continued to 
fall and became imperceptible within a short period of time. 
Intravenous administration of isotonic sodium chloride solu- 
tion with levarterenol (Levophed) was helpful in elevating 
the blood pressure, but marked drops in pressure continued 
to occur. Blood pressure could be maintained only by in- 
creasing the rate of the intravenous drip of levarterenol, 
thereby increasing the danger of thrombosis of the small, 
collapsed veins. A dose of 50 mg. of methylphenidate, in- 
jected intravenously when the blood pressure was 110/72 
mm. Hg, prompted an immediate rise to 150/90, followed 
by a slow return to the former level of 110. One hour later, 
25 mg. of methylphenidate, given by intravenous injection, 
promptly stimulated a blood pressure change from 110/70 
to 210/105 mm. Hg. The physicians, apprehensive of the 
sudden dramatic elevation of blood pressure, withdrew the 
levarterenol. The blood pressure began its decline. When it 
had reached 140/90 mm. Hg, an intravenous injection of 
10 mg. of methylphenidate did not alter its course. It con- 
tinued to fall, reaching 90/50, but then resumed a range of 
100/60 to 110/70 mm. Hg. A subsequent injection of 15 mg. 
of methylphenidate did not affect this range of the blood 
pressure appreciably. 
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Potentiation of pressor action of levarterenol ( Levophed ) 
bitartrate by methylphenidate (Ritalin) hydrochloride, as 
determined in therapy after suicide attempt. 


Meanwhile, the patient’s condition appeared to be im- 
proving, so, after three hours, the intravenous administration 
of isotonic sodium chloride solution with levarterenol was 
resumed. This now proved to be effective in maintaining the 
blood pressure level. The figure shows the dramatic response 
of the blood pressure when methylphenidate was used 
during the course of the levarterenol infusion. 


Comment 


Maxwell and co-workers ' have demonstrated the 
effect of methylphenidate in dogs to potentiate the 
pressor responses to epinephrine, levarterenol, and 
naphazoline hydrochloride. Plummer and Yonk- 
man * have summarized the effect of methylpheni- 
date on the circulatory system of the dog. They 
have emphasized that this agent is free of the 
pressor action of amphetamine, that it antagonizes 
the hypertensive effect of amphetamine and sup- 
presses the pressor effect of ephedrine, but, in 
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contrast, that it potentiates the pressor effect of 
levarterenol in dogs. They called special] attention 
to the clinical import of these observations. To my 
knowledge, this potentiation of the pressor effect 
of levarterenol has not previously been reported 
in humans. 

The patient reported on here had appeared mori- 
bund and remained in coma for about 45 hours. 
Medical evaluation and treatment as described 
above was continuous in an attempt to maintain 
the physiological and electrolyte balance. Electro- 
stimulation, used during the first 14 or 15 hours, 
appeared helpful in maintaining respiration. Robie * 
and other workers have described the advantage 
of this treatment in stimulating respiration and 
have suggested its function in expediting the 
metabolism of the drug in the brain. 

During the course of treatment, the patient de- 
veloped a number of complications. A period of 
apnea occurred during the minimal electrostimula- 
tion; this responded to treatment with continued 
electrostimulation, artificial respiration, and pentyl- 
ene tetrazo]l (Metrazol) administration. An anes- 
thetist inflated the lungs at regular intervals as a 
further preventive measure against atelectasis. 
Despite this intensive medical treatment and super- 
vision, however, atelectasis and bronchial pneu- 
monia did develop, necessitating a tracheotomy. 
Subsequent additional complications of acute 
gastroenteritis and bilateral thrombophlebitis of 
the saphenous vein required continued active 
medical treatment, which was finally rewarded by 
the recovery of the patient. 

The method of treatment of any comatose pa- 
tient after an attempted suicide must be determined 
individually, based on careful medical observation 
with special attention to the vital functions. Ecken- 
hoff and Dam * have concluded from the evidence 
available that supportive therapy is the method of 
choice in treating barbiturate poisoning. They state, 
“Analeptics appear to be without value and may 
even increase the hazard of narcosis by causing con- 
vulsions, cardiac irregularities, and vomiting.” They 
regard analeptics as contraindicated when anoxia 
or hypoxia is present. These authors mention cere- 
bral electrostimulation and hemodialysis as hopeful 
but as needing substantiation by study of larger 
series of patients. 

Less is written about the treatment of the patient 
who has attempted suicide by taking large amounts 
of the nonbarbiturate sedative. At this hospital, 
the same general principles of treatment apply, but 
it appears to be more difficult to maintain the elec- 
trolyte balance. The early appearance of edema, 
detectable externally in the eyelids and internally 
on auscultation in the lungs, is characteristic. Cen- 
tral nervous system stimulants (amphetamines, 
pentylene tetrazol, and picrotoxin) may be indi- 
cated in acute respiratory failure but add potential 
hazards which must be considered. 
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Methylphenidate has been described as a “central 
stimulating drug with properties that lie somewhere 
between the amphetamines and caffeine, although 
chemically it is unrelated to either one of these 
preparations. > Its value in reducing the recovery 
time of patients from anesthesia has been reported 
by a number of observers. Gale ®* showed methyl- 
phenidate to be “useful in shortening recovery time 
after thiopental-nitrous oxide anesthesia” and sug- 
gested its value in counteracting “the respiratory 
and circulatory effects of anesthetic adjuvants.” 
Smith and Adriani* wrote that this drug proved to 
be “more effective than the older analeptics in mild 
and severe barbiturate intoxication” and that it 
tends “to shorten the period of depression and re- 
duce complications.” 

Carter and Maley“ emphasized the safety of 
methylphenidate in a report on its use in patients 
with profound chronic brain damage; it had the 
effect of stimulating respiration and alerting con- 
sciousness. This effect occurred whether the indica- 
tions within the damaged brain were shock from 
overdosage of chlorpromazine hydrochloride or 
reserpine, severe barbiturate poisoning, anesthesia, 
or the need for a stimulant in patients moribund 
from systemic disease. Ferguson ° demonstrated the 
effectiveness of methylphenidate in relieving the 
feeling of depression and in counteracting the 
crippling aspects of the sedative effect of high doses 
of ataraxics in patients with no organic brain dis- 
turbance. 

Conclusions 


Parenterally given methylphenidate (Ritalin ) 
hydrochloride, a central nervous system stimulant 
with a wide margin of safety, may provide an ad- 
vantage in the treatment of patients who have 
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taken an overdose of sedatives, barbiturate and 
nonbarbiturate. Its ability to potentiate the pressor 
response of levarterenol bitartrate suggests addi- 
tional indications, as well as the need for caution, 
when the physician uses the two medicaments in 
combination. 


24 Elm St. 


The methylphenidate hydrochloride used in this study was 
supplied as Ritalin hydrochloride by Ciba Pharmaceutical 
Products, Inc., Summit, N. J. 
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establish the cause of death rather than to understand the suicide. If more 


Te SUICIDE PROBLEM.—Coroners, of necessity, gather information to 


significant insights and knowledge about suicide are to be developed, systematic 
information needs to be gathered at the time of death. Such information about the 
suicide should include his developmental background, extent of education, stability 
of employment, income, health, history of previous psychiatric hospitalization includ- 
ing diagnosis of mental disorder, interpersonal relationships, pattern of adjustment, 
temperament, interests, stress situations, and whatever other factors that may be 
deemed important. Such information should be obtained not only from members of 
the family, relatives, and friends but also from more objective collateral sources, such 
as the family doctor and employer, and through search of court, hospital, and social 
agency records. ...The majority of the suicides had been under medical supervision 
prior to their death, usually by the family doctor. This suggests that the family doctor 
is in a key position to recognize psychiatric problems in his patients at the earliest 
possible time and to refer them to appropriate psychiatric resources for special care 
and treatment. It would be helpful if material on the problem of suicide, with 
emphasis on methods of detecting individuals with suicidal tendencies, were intro- 
duced in the medical school curriculum.—Jacob Tuckman, Ph.D., and Martha Lavell, 
M.S.S., Study of Suicide in Philadelphia, Public Health Reports, June, 1958. 
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DIAGNOSTIC PROBLEMS 


PRESENTATION OF CASE 
John O, Archambeau, M.D., Chicago 


A 56-year-old man was first hospitalized May 2, 
1954, because of a change in his bowel habits and 
weight loss. His blood pressure was 150/80 mm. 
Hg, and his pulse rate 90 per minute. His heart 
sounds were of good quality, cardiomegaly was not 
noted, and the electrocardiogram (ECG) showed a 
left axis deviation with a minor intraventricular 
conduction defect. A roentgenogram of the chest 
was normal. A biopsy specimen was taken from a 
fungating tumor of the rectum which extended 4 
to 14 cm. above the mucocutaneous junction. His- 
tological examination revealed mucosecretory aden- 
ocarcinoma. A combined abdominoperineal resec- 
tion was performed and examination of the speci- 
men revealed metastases in 2 of 20 regional lymph 
nodes. After discharge he remained well for 18 
months then was readmitted on Feb. 8, 1956, be- 
cause of fracture of the right clavicle which con- 
tained a tumor mass measuring 9 by 6 by 6 cm. His 
blood pressure was 145/75 mm. Hg. Basilar rales 
and a nonproductive cough were noted. The heart 
was enlarged and an apical systolic murmur was 
heard. The ECG showed a left bundle-branch block 
and a supraventricular tachycardia. An anterior 
myocardial infarction could not be excluded. A 
roentgenogram of the chest revealed parenchymal 
infiltrations believed to be metastases and a cardio- 
megaly of 35% oversize. Histological examination 
of a biopsy specimen of the right clavicular mass 
showed it to be a metastasis. 

The patient's condition remained unchanged un- 
til three days prior to his third admission on Feb. 
28, when a severe, oppressive pain developed over 
the upper part of the abdomen, lower part of 
the chest, and the left side of his neck. He had 
associated dyspnea, restlessness, and ankle edema. 
The physical examination revealed an acutely ill 
man with rasping respirations. His blood pressure 
was 150/80 mm. Hg; pulse rate, 100; respirations, 
24; and temperature, 38 C (100.4 F). He had bi- 
lateral inspiratory and expiratory basilar rales. The 
cardiomegaly had increased since the previous 


From the Department of Pathology, University of Chicago. Dr. 
Archambeau is now at the Tumor Institute of The Swedish Hospital, 
Seattle, as a Trainee, National Cancer Institute. 


examinations. The heart sounds were distant and 
an apical friction rub was heard. The leukocyte 
count was 16,000 per cubic millimeter; the corrected 
sedimentation rate was 33 mm.; the ECG showed 
a sinus tachycardia, a right bundle-branch block, 
and findings compatible with, but not diagnostic of, 
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Fig. 1.—Transverse sections of three levels of interventricu- 
lar septum showing massive tumor replacement. Only thin 
edge of uninvolved myocardium remains along left ven- 
tricular surface. 


myocardial infarction. On the second hospital day 
he had ventricular tachycardia, which was treated 
successfully with 0.4 Gm. of quinidine intravenous- 
ly. He was maintained on oral doses of 0.4 Gm, a 
day of quinidine, but continued to have recurrent 
bouts of paroxysmal ventricular tachycardia. With 
bed rest and therapy with oxtriphylline (Choledy1), 
quinidine, and aspirin, his symptoms disappeared 
and he was discharged on the 14th hospital day. 
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He remained weak, and clinically there was pro- 


gression of his clavicular and pulmonary metastases; 


but he was able to return to part-time work until 
September. There was no recurrence of his chest 
pain, but the abdominal and right clavicular pain 
were troublesome. In September weakness, lassi- 
tude, and exertional dyspnea increased. Pedal ede- 
ma developed and extended to the sacrum. He 
coughed more frequently, and the cough was pro- 
ductive of small amounts of bloody sputum. Ano- 
rexia was pronounced. On Nov. 20, he was read- 
mitted. His blood pressure was 118/90 mm. Hg; 
pulse rate 88; and respirations 22. The clavicular 
mass had increased to 20 by 15 cm. Axillary and 
epitrochlear lymph nodes were palpable. Examina- 
tion of the chest revealed decreased breath sounds 
and dulness to percussion. The heart had enlarged 
to percussion with the area of cardiac dulness ex- 
tending 11 cm. from the sternum. Apical grade 2 
presystolic and systolic murmurs were heard. Splen- 
omegaly was noted. His leukocyte count was 6,700 
per cubic millimeter, with a normal differential 
count. The hemoglobin level was 15.7 Gm. Micro- 
scopic examination of the urine showed pyuria and 
hematuria. The serum electrolyte levels were as fol- 
lows: sodium, 136 mEq. per liter; potassium, 5.9 
mEq. per liter; chlorine, 88 mEq. per liter; and car- 
bon dioxide, 20.5 mM per liter. The alkaline phos- 
phatase level was 8 units per 100 ml. The plasma 
protein levels were as follows: albumin, 4.1 mg. per 
100 ml., and globulin, 2.9 mg. per 100 ml. The 


Fig. 2.—Pulmonary valve with projection of tumor from 
septal metastasis, partially obstructing pulmonary outflow. 


serum bilirubin level was 6.4 mg. per 100 ml. di- 
rect and 1.3 mg. per 100 ml. indirect. The cephalin 
flocculation test was 1+. The nonprotein nitrogen 
level was 46 mg. per 100 ml. A roentgenogram of 
the chest showed pleural effusion on the right side, 
a large mass in the posterior left lower lung field 
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behind the heart, and almost complete destruction 
of the medial portion of the right clavicle. An ECG 
showed persistent right bundle-branch block. Dur- 
ing this time the laboratory findings remained es- 
sentially unchanged. The patient became increas- 


Fig. 3.—Section of coronary sinus obstructed by tumor 
extension from septum. Note large mucus lakes (x 18). 


ingly dyspneic even at rest and had to be placed 
in an oxygen tent. His abdominal and chest pain 
required increasing doses of analgesics and finally 
narcotics for relief. With digitalization his respira- 
tory symptoms and anasarca improved temporarily, 
but his course was one of progressive deterioration 
and he died on the 31st day of hospitalization. 

The final clinical diagnoses were carcinoma of 
the colon metastatic to the clavicle, lung, and liver 
and an old myocardial infarction. 


Anatomic Diagnosis 


The body was well-nourished, measured 69 in. 
(175.3 cm.), and weighed 172 lb. (78 kg.). Ana- 
sarca was marked, with a brawny edema of the face 
and neck. The anterior surface of the chest and 
neck were markedly congested. The large ovoid 
clavicular tumor mass measured 15 by 9 by 8 cm., 
replaced the whole clavicle, and extended into the 
sternum. The abdominal panniculus was 3 cm. 
thick. The peritoneal cavity contained 500 cc. of 
clear ascitic fluid. The 500-Gm. spleen with its huge 
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tumor mass mechanically obstructed the colon. The 
1,500-Gm. liver was small, firm, and atrophic, with 
no metastases. The left adrenal was replaced by 
tumor. Both kidneys weighed 200 Gm. and con- 
tained diffuse areas of metastatic tumor infiltration. 
There was 1,500 cc. of hemorrhagic pleural effusion 
on the right and 200 cc. on the left. The lings were 
congested and edematous, and the posterior segment 
of the left lower lobe contained a single metastasis 
9 cm. in diameter. A thromboembolus and adjacent 
area of infarction was found in the right upper lobe. 
The 900-Gm. heart measured 19 cm. in its greatest 
diameter. The interventricular septum measured 9 
cm. across at its widest point and was nearly re- 
placed by gelatinous, yellow-brown tumor (fig. 1). 


Fig. 4.—Section of periphery of septal metastasis showing 
mucus lakes, thinned stroma, glandular acini, and myo- 
cardial infiltration (x 180). 


Only a thin line of uninvolved myocardium per- 
sisted on the ventricular surface of the left ventricle. 
The tumor extended from the apex to 1 cm. above 
the pulmonary valve, where a long projection of 
tumor and thrombus partially blocked the pulmo- 
nary outflow (fig. 2). Scattered myocardial tumor 
plaques were present in the anterior wall of the 
ventricle. Papillary muscles and chorda tendinae 
were severely involved. The aortic ring and aortic- 
pulmonary septum were involved. The coronary 
sinus (fig. 3) and left anterior descending coro- 
nary were completely obstructed and in areas re- 
placed by tumor. Tumor surrounded segments of 
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the left and right coronaries. The remaining myo- 
cardium was pale red-brown, soft, and friable. The 
valve rings were insufficient. 

Histologically, the tumor was a mucosecretory 
adenocarcinoma with numerous mucus lakes and 
thinned fibrous stroma (fig. 4). The postmortem 
morphology was similar to that of the original sur- 
gical specimen. The sections of the heart confirmed 
the extensive myocardial replacement and the vas- 
cular and valvular invasion. The lungs, in addition 
to the single metastasis, contained multiple micro- 
scopic tumor emboli. The liver was free of tumor, 
and in addition to atrophy and fatty change had a 
mild inactive postnecrotic type of cirrhosis. 


COMMENT 
Fausto Tanzi, M.D., Chicago 


Cardiac metastases are not rare. The heart or 
pericardium is found involved by metastatic tumor 
in 2 to 20% of patients with malignancy. Carcinoma 
of the breast, bronchogenic carcinoma, malignant 
melanoma, and malignant lymphomas are the most 
common primary tumors involving the heart. Meta- 
static involvement, however, has been reported from 
primary malignant lesions of almost any organ. 
Antemortem diagnosis of metastasis to the heart has 
been made in very few of these cases. In most 
instances, as in the present one, an antemortem diag- 
nosis is of academic interest only. The recent ad- 
vances in cardiac surgery may make surgical treat- 
ment possible in selected patients. Because of the 
frequency of this condition, it should be considered 
in a differential diagnosis. Unexplained sudden 
heart failure, arrhythmias, pericardial effusions, fric- 
tion rubs, cardiac murmurs, and changing electro- 
cardiographic patterns in a patient with a known 
malignancy should arouse strong suspicion. The 
clinician should then consider the advisability of 
further diagnostic procedures in those patients in 
whom an attempt at extirpation of the tumor may 
seem justified. 

It is apparent from the record of this patient that 
his myocardium was able to respond to digitaliza- 
tion, with improvement of the congestive heart 
failure, even in the presence of the severe meta- 
static involvement. Adequate doses of quinidine 
might have controlled the arrhythmia, although 
this is difficult to ascertain. A diagnosis of meta- 
static involvement of the heart should not neces- 
sarily mean that the patient should be denied a 
thoughtful consideration of the possible advantages 
of either medical or surgical therapies. 


From the Department of Medicine, University of Chicago. 
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COMMITTEE ON COSMETICS 


Report to the Committee 


The effects of the sun on the skin are of medical interest because of the serious implications 
to both health and skin appearance of single and repeated overexposure. In previous reports 
(J. A. M. A. 161:1480 [Aug. 11] 1956; ibid. 161:1565 [Aug. 18] 1956), the Committee has con- 
cerned itself primarily with ways and means of minimizing effects of the sun on the skin 
through a regimen of moderate exposure supplemented by topically applied preventives. It is 
with interest that the Committee views the introduction of an orally administered drug which 
is claimed to provide sunburn prevention and to accelerate and accentuate tanning. This is sig- 
nificant because presently available topically applied preparations are effective in screening 
out portions of the sun’s burning rays, but they do not in any way alter an individual's inherent 
ability to tan. Because of widespread interest in the cosmetic usefulness of this new drug, the 
Committee has authorized publication of the following report. 


SUNTANNING—POTENTIATION 


Veronica Lucey Coney, Secretary. 


WITH ORAL MEDICATION 


Marion B. Sulzberger, M.D., New York 


and 


Aaron B. Lerner, M.D., Ph.D., New Haven, Conn. 


It was known from the ancient folk-medicine 
practiced by the natives of Egypt that derivatives 
of the plant Ammi majus Linn could restore pig- 
ment in vitiliginous skin areas. In 1947 Fahmy and 
Abu-Shady ' isolated the most active agents from 
extracts of this plant. They initiated clinical studies 
which confirmed the native lore by demonstrating 
that both internal administration and external ap- 
plication of the plant extractives, when combined 
with exposure to sunlight, did indeed bring about 
repigmentation in certain patches of vitiligo.” Fur- 
ther confirmation of these facts was soon forthcom- 
ing in Egyptian publications and in the European 
and American literature.” The most active pigment- 
stimulating ingredients of the plant were found to 
be in the group of natural furocoumarins, com- 
pounds long known to possess photosensitizing 
properties. Among these compounds are the oxypso- 
ralens. A good deal of the recent work in the 
United States has been done with methoxsalen 
(Meloxine, Oxsoralen), also known as 8-meth- 
oxypsoralen or 8-MOP. 


Use of Methoxsalen for Vitiligo 


Experience with the oxypsoralens has established 
the principle that they, plus repeated exposure to 
natural or artificial ultraviolet rays in the wave 


From the Department of Dermatology and Syphilology, New York 
University Post-Graduate Medical School, New York University—Belle- 
vue Medical Center (Dr. Sulzberger) and the Section of Dermatology, 
Department of Medicine, Yale University School of Medicine (Dr. 
Lemer). 


lengths from 2500 A to 3660 A and perhaps higher, 
can induce pigment formation in certain areas of 
vitiligo. Experience also has shown that the vitiligo 
problem is far from solved. The clinical response is 
erratic and unpredictable, and cosmetically satis- 
factory repigmentation can be obtained in only 
about one out of every seven patients treated. In 
some cases the repigmentation may be permanent; 
in others repeated courses of treatment may be nec- 
essary. Moreover, repetition of the courses of treat- 
ment does not always bring about the same bene- 
ficial effect. The treatment is long, tedious, and 
time consuming—each course requiring months to 
years of exposure to ultraviolet rays, from either 
lamps or natural sunlight, daily or at least several 
times weekly. Local application of the psoralens, 
probably the most pigment-stimulating form of 
their use, has been almost entirely abandoned be- 
cause of the severe edema, erythema, blistering, 
and pain that can be produced when the skin is 
subsequently exposed to natural or artificial ultra- 
violet rays. Side-reactions experienced by patients 
receiving methoxsalen orally include nausea, epi- 
gastric distress, diarrhea, increased nervous ten- 
sion, headache, and depression. On the other hand, 
the original fear that methoxsalen might cause liver 
damage has not been proved in a single case.* 
Because of the difficult and time-consuming 
nature of this therapy and its small and unpredict- 
able yield of satisfactory clinical results in vitiligo, 


2077 
958 
| 


2078 COMMITTEE ON COSMETICS 


it is not to be wondered that dermatologists are far 
from satisfied with the method as over-all treatment 
of this disease. Furthermore, many patients do not 
wish to undergo the long series of treatments once 
the outline and prospects of therapy have been 
clearly explained to them. Despite these drawbacks, 
it is by far the best treatment for vitiligo at the 
present time. 


Use of Methoxsalen for Tanning and 
Light Protection 


The origin of an entirely different field of useful- 
ness, namely, the idea of using methoxsalen to 
increase the general tanning of the skin for cos- 
metic purposes as well as to increase the general 
tolerance of the sensitive skin to sunlight, stems 
from relatively recent observations.* A physician’s 
wife being treated for vitiligo observed that inges- 
tion of methoxsalen before exposure to sunlight 
substantially enhanced the tanning response of her 
normal-appearing skin. This finding has been con- 
firmed repeatedly, and the drug has been recom- 
mended as an aid to suntanning.* The medical pro- 
fession must now decide whether to endorse the 
systemic use of this drug solely for light protection 
and cosmetic tanning in a large and not easily con- 
trollable segment of the population. The following 
pertinent questions come to mind as having direct 
bearing on this decision. Just how effective is this 
drug in increasing suntanning and tolerance to light? 
By what mechanisms does it achieve these effects? 
What are its side-effects? Is it safe for general use, 
continuously or repeatedly through many years? 

Effectiveness of Drug.—The first question, that of 
efficacy for potentiating suntanning and sun toler- 
ance, can be answered as follows. Despite a recent 
report showing that the degrees of hyperpigmenta- 
tion are often not very obvious or readily discern- 
ible clinically,” most investigators agree that the 
skin of many normal persons, as well as the nor- 
mally pigmented areas of many patients with viti- 
ligo, develops some increase over the normal hyper- 
pigmentation when repeatedly exposed to sunlight 
within two to four hours after ingestion of 10 to 20 
mg. of methoxsalen. Moreover, some sun-sensitive 
subjects, including albinos, state that their skin has 
acquired increased tolerance to sunlight while they 
were taking methoxsalen. However, for achieving 
this effect the dosage both of drug and of sun 
exposure is a delicate one. For, if the first expo- 
sures to sunlight are a little too long or if the dose 
of methoxsalen is increased to 30 to 70 mg. daily 
instead of 10 to 20 mg. daily, a reaction the oppo- 
site of that desired may take place; that is, all 
cutaneous reactions to ultraviolet rays become ac- 
centuated, so that erythema, edema, blistering, and 
pain occur. 

Mechanisms of Action.—Recently progress has 
been made concerning the second question, that of 
mechanisms of action. $. W. Becker Jr.” has studied 
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the histological changes in the skin which occur 
after chronic oral administration of psoralens and 
exposure to ultraviolet radiation in normal persons 
(20 mg. of methoxsalen daily given two hours be- 
fore exposure to ultraviolet rays). He finds that the 
most prominent change is a thickening of the horny 
layer of the skin, resulting in an extremely compact 
layer. He also finds the formation of a stratum 
lucidum, a layer below the stratum corneum which 
normally is seen only where the horny layer is 
physiologically very thick, as on the palms and 
soles. In consonance with the findings of Guido 
Miescher * on sun protection in general, it is this 
increased density and thickness of the stratum 
corneum which appear to be largely responsible 
for the increased resistance of the skin to sunburn 
after psoralen therapy. The natural insensible 
desquamation of such a thickened and compact 
horny layer is diminished. According to Becker, the 
diminution of shedding plays a role in the increased 
darkening of the skin after psoralen administration. 
Normally, pigment granules ascend in the epider- 
mis and are cast off with the desquamating horny 
lamellae. In a compact thickened horny layer this 
“excretion” of melanin dust is considerably slowed 
down. Therefore, such skin appears darker. In 
Becker's presentation, if there is increased melanin 
formation under the combined influence of psora- 
lens and sunshine, this is in correlation with the 
inflammation produced, that is, the greater the 
inflammation, the greater the pigment production. 
However, an increased tanning is achieved mainly 
by retention of melanin. The adherent stratum 
corneum retains the pigment which reaches it. In 
addition, a large amount of melanin is retained also 
in the basal-cell layer. 

It is interesting to note that formation of a com- 
pact thickened horny layer is a rather common 
reaction to a great variety of insults to the skin, one 
being repeated exposure to ultraviolet rays. Pos- 
sibly this traumatic effect of ultraviolet radiation is 
being exaggerated by psoralens because these com- 
pounds are powerful photosensitizers. 

Potential Toxic Effects—Although present experi- 
ence indicates that most healthy adults can safely 
take 10 to 20 mg. of methoxsalen daily by mouth 
for one to two weeks to increase their tolerance to 
sunlight or to obtain more tanning, there still re- 
main many unknowns. Thus, it is not known in 
what ways protracted or repeated ingestion of 
methoxsalen may affect patients with gastroin- 
testinal disease, liver disease, or chronic infection. 
Moreover, concerning cutaneous ill-effects, it is 
not yet known what will happen to the skin when 
courses of methoxsalen and sun exposures are re- 
peated once or twice or oftener each year for many 
years and a deeper than normal tan develops. 

Will the incidence of basal-cell or squamous-cell 
carcinomas be changed, either decreased or in- 
creased? Will other senile skin changes be delayed 
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or accelerated? Will there be any effect on the for- 
mation of melanomas? Mice exposed to ultraviolet 
rays for long periods of time develop cutaneous 
carcinomas. When selected strains of mice are in- 
jected intraperitoneally with given quantities of 
methoxsalen daily throughout an experimental pe- 
riod, the incidence of carcinomas is increased.” 
Yet, if they receive the drug orally, the incidence 
of carcinomas is decreased.° How will these effects 
produced in mice compare with those which may 
be produced in man? Which dose and route of ad- 
ministration may prove to enhance carcinogenesis 
and which to reduce carcinogenesis in the skin of 
man? These are some of the questions which the 
medical profession must consider before endorsing 
the oral ingestion of this drug—not for the treat- 
ment or prevention of a disease but for normal fair- 
skinned persons who burn excessively or for normal 
persons with adequate pigment who desire a tan 
for cosmetic purposes alone. 


Comment 


Recognizing and stimulated by the importance 
of questions such as these, early in the spring of 
1958, a group of investigators held a major con- 
ference on various aspects of sun radiation. In this 
conference the therapeutic effects and_ potential 
toxic effects of methoxsalen were thoroughly dis- 
cussed on the basis of the experimental data avail- 
able. The detailed proceedings of this conference 
will appear at a later date in the Journal of Investi- 
gative Dermatology. However, it can be stated now 
that no unequivocal answers to the questions we 
have propounded could be given on the basis of any 
of the findings reported up to the present. 
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cytes during quinine administration is met with clinically in cases of black- 
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CORTICOSTEROIDS, ACTH, 
AND INFECTIONS 


NFECTIOUS diseases in general are char- 
acterized by inflammation, fever, and a 
toxic state.’ Antibiotics and the sulfona- 
mides have been used successfully to stop 
the growth of the invading organisms but they do 
not stop the inflammatory reaction. Adrenocorti- 
costeroids and corticotropin, hereinafter referred to 
simply as hormones, have no antimicrobial ac- 
tion but do reduce the inflammatory reaction and 
induce a feeling of well-being. For this reason 
many attennpts have been ‘mate to combine 
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antimicrobial and hormonal therapy, but un- 
fortunately the hormones cause undesirable side- 
effects when used in large doses for a long time. 
They may activate peptic ulcers or interfere with 
the body's defense mechanism. Kass and Finland ” 
stated that when hormones are used in conjunction 
with antimicrobial agents the former reduce the 
effectiveness of the latter thus necessitating increas- 
ing the dose of the antibiotics. Vascular collapse is 
one of the most serious complications of severe in- 
fection and against this complication hormonal 
therapy can be helpful. 

Ribble and Braude * stated that in pneumococcic 
meningitis an inflammatory reaction is of little value 
to the patient if a bactericidal drug is used because 
the leukocytes speed up the destruction of bac- 
teria only if the bacteria are multiplying. They 
treated 12 patients who had pneumococcic menin- 
gitis with antimicrobial agents and hormones. Only 
one patient died. This gave a recovery rate of 92%, 
or more than would be expected from treatment 
with antimicrobial agents alone. The survivors 
showed no deleterious effects of hormonal therapy. 
Spink’ has suggested the use of the hormones in 
patients having vascular collapse due to infections 
caused by gram-negative bacteria (epidemic cere- 
brospinal meningitis ). These include infections due 
to Meningococcus, Salmonella, Brucella, Proteus, 
Pseudomonas, and Klebsiella. The hormones should 
be administered along with pressor agents, such as 
levarterenol or metaraminol, and antibiotics. Peer- 
man and McGanity * were able to relieve 10 pa- 
tients who had had long-standing pelvic inflamma- 
tory disease by giving cortisone and chlortetracy- 
cline. In a follow-up ranging from three months to 
two years there were no recurrences. 

One of the most important uses of hormones is 
as an adjunct in the treatment of selected patients 
with tuberculosis. This subject was ably discussed 
by Des Prez and Organick ° who stated that in this 
disease the reaction of the host to his infection 
actually impedes the action of the new chemothera- 
peutic agents and favors the development of drug- 
resistant strains. Here again the hormones are of 
benefit only when used in conjunction with anti- 
tuberculosis drugs. Such treatment decreases fever 
and toxicity and increases the patient's appetite 
and feeling of well-being. Radiologic improvement 
can also be demonstrated. In patients with tuber- 
culous meningitis this combined treatment gives 
clinical improvement, prevents  subarachnoidal 
block, and may even reverse an early block. It also 
reverses abnormalities of the spinal fluid. Thus it 
may prevent a permanent disability or even save 
life. Patients who could not take antituberculosis 
drugs because of a hypersensitivity were able to 
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take them without difficulty when concomitant hor- 
monal treatment was given. The authors found no 
proof that combined treatment in patients with 
uncomplicated pulmonary tuberculosis was any 
better than treatment with antituberculosis drugs 
alone. When hormones were indicated they found 
little difference between treatment with cortisone 
and treatment with ACTH but their results slightly 
favored the latter. They recommended doses of 20 
to 80 units a day for one to three months. Hormonal 
treatment should be discontinued as soon as the 
treatment objectives are obtained but withdrawal 
must be gradual in the case of cortisone or its de- 
rivatives and at the end of the course the adrenals 
should be stimulated with a short course of ACTH. 
When properly used hormones do not interfere 
with the development of the immune reactions. 
Hormones must never be given to a patient who is 
infected with a strain of organisms resistant to 
antituberculosis drugs. 

In patients undergoing treatment for leprosy a 
lepromatous reaction to the sulfones may occur. 
Hormones control the acute reaction but are less 
effective against a chronic reaction. As in the case 
of tuberculosis, hormones may make it possible to 
continue treatment with specific drugs to which a 
patient shows a hypersensitivity. Hormones may 
also prevent permanent nerve damage in patients 
with acute leprous neuritis.° In patients with infec- 
tious mononucleosis in whom thrombocytopenia, 
severe involvement of the central nervous system, 
or hemolytic anemia occur hormones have been 
beneficial.’ They have also helped patients with 
severe viral hepatitis who were not benefited by 
conventional measures. Zeluff and Fatherree * used 
hormones with gratifying results in four patients 
with mumps orchitis. A much larger series was re- 
ported by Petersdorf and Bennett" who warned 
that hormones are not a preventive of this compli- 
cation. All of their patients obtained prompt relief 
and no untoward effects were noted. Patients with 
measles encephalitis were similarly improved. When 
the hormones were withdrawn some patients re- 
lapsed but were cured with a second course. Post- 
vaccinal encephalitis recurring after smallpox and 
rabies vaccination has also been treated successfully 
with hormones. 

No drug should be given unless one can be rea- 
sonably sure that it will benefit the patient. Hor- 
monal agents when given over a brief period to 
patients critically ill with an infectious disease will 
often bring about a dramatic improvement without 
harmful side-effects and may prevent death or per- 
manent disability. They should not be used for mild 
or moderate infections and should be given usually 
only if an effective antimicrobial drug is given at 
the same time. 
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SUNTANNING 


A new and challenging problem now faces the 
medical profession with the introduction of a drug 
for cosmetic purposes alone. Within the coming 
year physicians may be required to appraise the 
usefulness and safety of methoxsalen, which is be- 
ing offered to the profession as a drug to accentuate 
and accelerate tanning of the normal skin. 

Since time began, man has had to devise ways 
and means to protect himself from the sun. In tem- 
perate climates this was not a serious problem, 
except for those whose occupations demanded pro- 
longed exposure. However, since the social sig- 
nificance of a tanned skin has made it a desirable 
commodity, sunbathing has become a major leisure 
time activity for a large segment of our population. 
Consequently, a wide market exists for externally 
applied sunscreens which, if properly used, permit 
tanning while minimizing uncomfortable and dis- 
figuring burns. It can be postulated that there is 
an even greater demand for a preparation which, 
when taken internally, produces effects beyond 
those of present suntan preparations; namely, to 
increase a person’s usual tanning capacity by mere 
ingestion of a pill which does not make the skin 
sticky, oily, or dry or have any of the drawbacks 
which cannot be avoided from topical application 
or whose effects do not wash off. 

It is against this background that Drs. Marion B. 
Sulzberger and Aaron B. Lerner report to the Com- 
mittee on Cosmetics on “Suntanning—Potentiation 
with Oral Medication” which appears in this issue 
of THe JouRNAL, page 2077. These dermatologists 
discuss the status of methoxsalen in the treatment 
of vitiligo and severe intolerances and hypersensi- 
tivities to sunlight (i. e., albinos) and favor its con- 
tinued medical use and prescription for these pur- 
poses in properly selected cases. They point out 
the major differences between the use of this drug 
for diseases and disabilities under medical super- 
vision and its use for purely cosmetic reasons by a 
large and not easily controlled segment of the 
population. The cosmetic effectiveness of the drug, 
systemic side-effects, and chronic toxicity have not 
been completely studied. No one knows what will 
happen to the skin when courses of methoxsalen 
and sun exposures are repeated once, twice, or 
oftener each year for many years. Nor is it yet cer- 
tain what effects, good or bad, this drug will have 
on the development and course of skin malignancies 
or on the usual senile skin changes. Any physician 
endorsing the systemic administration of this drug 
for the cosmetic goal of acquiring a “beautiful tan” 
must do so with full realization of the many un- 
knowns, the potential dangers always to be con- 
sidered when large numbers of persons take an 
active systemic medicament for long periods of 
time without regular medical examination, and the 
fact that even the esthetic value of its effects is 
still dubious. 
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ORGANIZATION SECTION 


“TOMORROW HOSPITAL” UNDERGROUND 


A New Jersey hospital project which combines 
concepts of progressive patient care (Medicine 
At Work, THe Journat, April 26, 1958, p. 2180) 
with those of survival under catastrophe is being 
studied by federal and medical observers. It is the 
new St. Barnabas Medical Center which will be 
built on ground now being cleared at Livingston, 
N. J., 10 miles from the present St. Barnabas, New- 
ark’s oldest hospital (incorporated in 1867). 

The 60-acre site at Livingston has been approved 
by the Office of Defense and Civilian Mobilization, 
which is watching developments closely to see 
whether this distinctive design may represent a 
showpiece of what can be done in hospital con- 
struction for both war and peace. Also studying 
the project are staff members of the A. M. A. Com- 
mittee on Civil Defense, under the Council on 
National Defense. According to George C. Schicks, 
D. Sc., St. Barnabas executive secretary who de- 


Architect’s drawing of proposed new St. Barnabas Medical 
Center at Livingston, N. J., designed as “hospital of tomor- 
row for war and peace.” Heart of 650-bed facility, embody- 
ing principles of progressive patient care, lies in two under- 
ground floors. Plan is approved by civil defense authorities. 


signed the facility in collaboration with the archi- 
tectural firm of Ferrenz & Taylor, the 650-bed med- 
ical center will cost 10 to 12 million dollars when 
it is completed in 1960, and will function primarily 
around an underground “core.” 

Underground construction was decided upon 
when the contractor determined it would cost no 
more than erecting above ground, and probably 
less. This was discovered by Swedish engineers 
10 years ago, and today Sweden’s largest hospital 
has fully equipped underground facilities. 

“There has been too much talk but little action 
to solve many hospital administration problems,” 
Dr. Schicks said last week. “In formulating our 


plans we have visited the modern hospitals in many 
parts of the United States—and while each fits cer- 
tain needs, none seemed to strike at the basic prob- 
lems. The St. Barnabas plan represents the eighth 
we have considered since we first asked architects 
to ‘draw us up a hospital.’ We feel that the demand 
for a hospital of this sort is apparent and the need 
is imperative.” 


Details of Layout 


The projected St. Barnabas Medical Center is 
two stories below ground and four stories above. 
However, the upper floors are composed almost en- 
tirely of convalescent wards. The functioning nu- 
cleus of the hospital is below street level, where 
there will be operating rooms, intensive care units 
and emergency facilities. Ambulances, six at a time, 
could unload at underground ramps. There, too, 
will be outlets from deep water wells, and—when 
the development is refined—a nuclear power plant. 
Also below ground will be shelter areas to protect 
patients as well as the able-bodied members of the 
community from the effects, even, of above-ground 
fall-out. Thus might the hospital be a self-sustain- 
ing unit in wartime or peacetime disaster. 

Separate wings for admission, intensive care, and 
convalescence are to be arranged so that, for ex- 
ample, a patient ready for surgery never would 
come in contact with a patient whose appearance 
or condition may be emotionally disturbing. Nurs- 
ing services will be concentrated in the intensive 
care units, thereby saving many patients up to $50 
a day in fees that otherwise might be paid to 
special-duty nurses, according to Dr. Schicks. He 
estimates that the new hospital should be able to 
care for one-third more patients than at present, 
without increasing the number of personnel. 


“Keeping Well People Well” 


The St. Barnabas Medical Center is expected to 
serve 250,000 persons in 25 surrounding communi- 
ties—inviting them into the hospital to take part 
in a full-scale health education program. This will 
be in the hands of physicians, nurses, and skilled 
technicians and will include public forums, live 
demonstrations, and the use of films and television. 
The plan also calls for taking these educational 
tools into the surrounding communities, with the 
aim “to reduce one’s chances of being the one per- 
son in eight who will become a hospital patient 
this year.” 
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Dr. Schicks estimates that if this sort of pro- 
gressive care reduces the patient's hospital stay by 
only one day, the Blue Cross saving in New Jersey 
alone would be $5,460,000 and, projected to hos- 
pitals throughout the U. S., $85,000,000. He adds 
that if the present figure of one-in-eight persons 
hospitalized becomes one in nine (through better 
health education) the reduction in cost for Blue 
Cross would be $1 million for New Jersey and $100 
million for the nation. “Since Blue Cross writes half 
of the health-hospital service policies,” Schicks said, 
“the potential annual saving to all insurance plans 
or companies in the United States would approach 
$370 million. This saving could be passed on to 
subscribers in reduced rates or to help keep pre- 
miums stabilized. It is possible that the ‘hospital 
of tomorrow’ can make these reductions in cost a 


reality.” 
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FEDERAL MEDICAL LEGISLATION 
85th Congress 


Aging and Handicapped 


S. 3700, by Senator Langer (R., N. D.), would 
establish a 10-man United States Commission on 
the Aging and Aged. Six members (three from 
federal agencies and three from private life) would 
be appointed by the President—two Senators and 
two Representatives. The commission would study 
existing programs of aid to the aged with respect 
to employment, income maintenance, health and 
physical care, housing, living arrangements and 
family relationship, and effective use of leisure time. 
It would solicit cooperation from the various pro- 
fessional, business, and labor groups which are 
concerned with problems of the aged. The com- 
mission would have the right to hold hearings and 
require information and records, by subpoena, from 
individuals and organizations and would also have 
the right to obtain data from other federal agencies. 

S. 3701, by Senator Langer, would create, as an 
independent agency, the Federal Agency for Handi- 
capped. All of the functions of the Department of 
Health, Education, and Welfare under the pro- 
visions of the Vocational Rehabilitation Act and 
under the public assistance program to assist the 
blind and several of the functions of the Depart- 
ment of Labor would be transferred to the new 
agency. In addition to the carrying out of all of the 
existing programs of federal departments, there 
would be added many additional federal programs 
to aid the handicapped. These would include (a) 
a loan program to states to establish cooperative 
enterprises for handicapped persons; (b) amend- 
ment of the act that gives blind persons a priority 
in the operation of vending stands in federal build- 
ings to give preference also to other handicapped 
persons, such as those suffering from cerebral palsy, 
cardiac conditions, arthritis, epilepsy, and other 
diseases; (c) a broadened program of federal 
assistance to states in the operation of rehabilita- 
tion centers; (d) a new program of federal assist- 
ance to states in aiding special programs for the 
severely handicapped; (e) initiation of a revolving 
loan fund from which state programs could make 
loans pending appropriations from their legislatures 
for carrying on rehabilitation programs; (f) estab- 
lishing a Division for the Handicapped in the U. S. 
Civil Service Commission to give assistance to 
handicapped persons in procuring federal employ- 
ment; (g) creation of a “Federal Second Injury Tax 
and Fund” to require every employer (employer is 
defined as any person required under state work- 
men’s compensation laws to issue disability bene- 
fits to his employees) to pay to such fund an 
excise tax equal to one-tenth of one per cent of 
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total wages which has as its purpose the removal 
of barriers to the employment of handicapped per- 
sons in industry; (h) creation of a commission to 
survey and determine proper selection placement 
of handicapped individuals; (i) provide federally- 
aided interpreters for the deaf and other physically 
handicapped persons who are litigants before fed- 
eral courts, departments, agencies, or congressional 
committees; (j) authorization for earmarked appro- 
priation to be used as grants to states to finance 
special schooling and education services to those 
handicapped commonly known as “shut-ins” (In 
this program the federal government would design 
and apply a pilot program to cover three states. 
Mobile training units, which would include medical 
services, would render assistance to the handi- 
capped. ); (k) establishment in the Labor Depart- 
ment of a Committee for the Training and 
Development of Placement Personnel. Grants could 
be made by this committee to colleges and univer- 
sities and public and private agencies to establish 
courses of instruction to improve the competency 
of qualified personnel to work with the handi- 
capped; (m) establishment of a federal program of 
grants to the states for aiding those unfeasible of 
rehabilitation. Disabled persons would be provided 
with payments of $60 per month, and_ periodic 
medical examinations not less than one year apart 
would be required. 

S. 3702, by Senator Langer, would establish a 
temporary National Advisory Committee for the 
Blind, composed of nine members appointed by the 
President, to study existing federal, state, and local 
activities related to the granting of services to the 
blind. The committee would be charged with mak- 
ing a report with recommendations to the President 
and Congress within 24 months after passage of 
the act. The bill authorizes the committee to hold 
hearings and to secure information from any execu- 
tive department, bureau, or other government 
agency; power to subpoena witnesses is included. 
The sum of $100,000 is authorized to finance the 
expenses of the project. The committee would cease 
to exist 30 days after it submitted its report and 
recommendations to the President and Congress. 

H. R. 12051, by Representative Libonati (D., 
lll.), is identical to H. R. 383, by Representative 
Rhodes (D., Pa.), and H. R. 11057, by Representa- 
tive Zablocki (D., Wis.), which would provide for 
the establishment of the Bureau of Older Persons 
within the Department of Health, Education, and 
Welfare and would authorize federal grants to 
assist in the development and operation of studies 
and projects to help older persons. 


Construction 


S. 3713, by Senator Clark (D., Pa.) and others, 
is identical to H. R. 12327, by Representative Ad- 
donizio (D., N. J.), which would amend the Hous- 
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ing Act of 1950 to authorize 250 million dollars to 
be used in making loans, bearing interest equal to 
that paid by the United States (approximately 3%), 
to colleges for the construction of classrooms, 
laboratories, and related facilities (including initial 
equipment), and for the rehabilitation, alteration, 
and improvement of existing structures. An educa- 
tional institution is defined “as any institution offer- 
ing at least a two-year program acceptable for full 
credit toward a baccalaureate degree, including 
any public educational institution, or any private 
educational institution no part of the net earnings 
of which inures to the benefit of any private share- 
holder or individual.” This definition would not 
include teaching hespitals. To qualify for a loan 
the college would have to show its inability to 
secure funds from other sources at comparable 
terms to those provided in the Housing Act. Loans 
could not exceed the cost of land and construction 
as determined by the Housing Administrator. 

H. R. 12187, by Representative Clark (D., Pa.), 
is identical to S. 3497, by Senator Fulbright (D., 
Ark.) and others, as passed by the Senate, and 
H. R. 12492, by Representative Gray (D., Ill.). It 
provides a one billion dollar loan program for the 
construction of community facilities, bearing  in- 
terest equal to that paid by the United States 
(currently 3.5%). Among the eligible facilities for 
which loans may be made are public and non- 
profit hospitals. To be eligible, a nonprofit hospital 
would be required to meet the standards of the 
Hill-Burton program and be certified to that effect 
by the surgeon general. The program would be 
administered by the Housing and Home Finance 
Administration. 


Public Health Service 


S. 3724, by Senator Magnuson (D., Wash.), 
would amend the present law which currently 
vrovides that seamen employed on vessels of the 
United States registry are entitled to medical, sur- 
gical, and dental treatment and_ hospitalization 
without charge at public health hospitals so that 
eligibility would be extended to “any person em- 
ploved or engaged on board.” A number of Con- 
gressmen have sought a more liberal interpretation 
of the law in recent years so that masters and 
owners of vessels could be accorded the same 
privileges as employed seamen. 

S. 3727, by Senator Purtell (R., Conn.), would 
authorize the surgeon general to encourage and 
assist in international activities for the “promotion 
of health and the prevention and conquest of dis- 
ease, including the conduct of investigations, re- 
search and demonstrations . . . and the dissemina- 
tion and exchange of health information,” and to 
“authorize [him] to serve .. . as the national health 
administrator for the purposes of any international 
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commitment of the United States.” The bill also 
provides that the surgeon general may provide 
services in support of such activities subject to the 
approval of the Secretary of State and may detail 
personnel of the Public Health Service to inter- 
national organizations. 

H. R. 12100, by Representative Rhodes (R., 
Ariz. ), is identical to H. R. 12134, by Representative 
Westland (R., Wash.), which would provide for 
the construction, improvement and extension of 
certain sanitation facilities for Indians. This bill 
would authorize the surgeon general of the Public 
Health Service to obtain, from the secretary of the 
interior, federal or government-controlled, Indian- 
owned lands for the purpose of constructing, im- 
proving, or extending community water supplies 
and facilities, drainage facilities, and sewage and 
waste disposal facilities for the benefit of Indian 
tribes. The surgeon general is also authorized to 
transfer such facilities to any state or territory or 
subdivision thereof or to any Indian tribe, group, 
band, or community. 

H. R. 12331, by Representative Knutson (D., 
Minn.), would require the surgeon general to un- 
dertake a special research program with respect to 
cystic fibrosis and would authorize an appropriation 
of $200,000 for research by the National Institutes 
of Health in this field. These funds would be in 
addition to any other funds for medical research in 
this field provided by existing law. The surgeon 
general would also be authorized to use the funds 
to recruit and train individuals to conduct research 


in this field. 
Social Security 


H. R. 12007, by Representative Coad (D., Iowa), 
would amend the Social Security Act for disability 
insurance benefits and the disability freeze in the 
case of certain individuals. This bill would liberal- 
ize the requirements for the disability freeze or 
disability benefits for those individuals brought 
under the social security system by the 1954 and 
1956 amendments to the law, by temporarily elim- 
inating the requirement of coverage for 5 of the 10 
vears preceding disability, until sufficient time has 
passed for the individuals to qualify. 

H. R. 12033, by Representative Libonati (D., 
Ill.), H. R. 10532, by Representative Dellay 
(D., N. J.), H. R. 12173, by Representative Patter- 
son (R., Conn.), and H. R. 12300, by Representa- 
tive Santangelo (D., N. Y.), are identical to H. R. 
9467—the Forand Bill. 

H. R. 12493, by Representative Boggs (D., La.), 
would increase the amount of benefits payable 
under the federal old-age survivors and disability 
insurance program. This bill would provide a 10% 
or $5 increase (whichever is more) in the monthly 
money benefits paid under the social security 
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program. To finance these increases, the tax rate 
on the present wage base of $4,200 would be in- 
creased. On Jan. 1, the tax would be increased for 
the self-employed from the present $141.75 to 
$157.50; in 1975 the tax would reach $309.75. For 
the employed, the present tax of $94.50 would be 
increased to $105.00, and by 1975 the employer and 
employee would each pay $183.75 under the pro- 
posed changes. 

H. R. 12050, by Representative Libonati (D., 
lll.), is identical to H. R. 8883, by Representative 
Kean (R., N. J.), which would amend the Social 
Security Act to provide, among other things, com- 
pulsory coverage of physicians, benefits for de- 
pendents of disabled workers, payment for reha- 
bilitation services, and increased benefits to workers 
who delay retirement. 

H. R. 12503, by Representative McIntosh (R., 
Mich.), would liberalize requirements for disa- 
bility benefits under social security by eliminating 
the age 50 requirement for eligibility for disability 
cash payments. Thus, any disabled individual who 
could meet the coverage requirements would be 
entitled to the monthly cash benefits for disability. 
In addition, the bill would reduce the retirement 
age under the social security program from 65 
vears to 62 years. 

H. R. 12504, by Representative McIntosh (R., 
Mich.), would amend the Social Security Act to 
redefine the term “disabilitv” in establishing en- 
titlement to disability insurance benefits. This bill 
contains virtually identical provisions of two bills 
introduced by Representative Dingell. This bill, 
compared with H. R. 10578, by Representative 
Dingell (D., Mich.), would redefine the term “dis- 
ability.” Under existing law an applicant for dis- 
ability benefits or the freeze is eligible only if he is 
found unable to engage in any substantial gainful 
employment because of a physical or mental im- 
pairment. Under this bill, if the applicant could not 
obtain employment in an occupation similar to the 
work he engaged in prior to the onset of disability, 
he would be eligible for disability payments or 
freeze benefits. 

Compared with H. R. 10583, the bill by Repre- 
sentative McIntosh also provides that the existence 
of a qualifying disability would be conclusively 
proved for both disability benefits and freeze bene- 
fits if the applicant submits a statement from a 
federal or state agency that his disability is perma- 
nent and total under the agency's definition and 
that the agency is paying or has paid cash benefits 
for such disability. 

S. 3771, by Senator Langer (R., N. D.), and H. R. 
12528, by Representative Blatnik (D., Minn. ). are 
identical to H. R. 11678, by Representative O'Neill 
(D., Mass.), which would amend the public as- 
sistance provisions of the Social Security Act to add 


J.A.M.A., Aug. 23, 1958 


a fifth category of recipients—needy persons not 
eligible for assistance under the present four pro- 
grams of aid. 

H. R. 12568, by Representative Anfuso (D., 
N. Y.), would provide an increase in all benefits 
payable under social security by 40% and to lower 
the retirement age for men and women to 62 years. 
To meet the cost of this liberalization, increased 
tax rates would be imposed on the present wage 
base of $4,200. On Jan. 1, the tax would be in- 
creased for the self-employed from the present 
$141.75 to $362.25; in 1975 the tax would reach 
$488.25. For the employee and employer, the pres- 
ent tax of $94.50 would be increased to $241.50, 
and by 1975 the employer and employee would 
each pay $325.50 under the proposed changes. 


Taxes 


H. R. 12035, by Representative Libonati (D., 
Ill.), is identical to S$. 3194, by Senator Sparkman 
(D., Ala.) and others, and would amend the In- 
ternal Revenue Code of 1954 so as to establish an 
initial program of tax adjustment for small and 
independent business and for persons engaged in 
small and independent business; it includes a 
Jenkins-Keogh type tax deferment proposal. 

H. R. 12042, by Representative Libonati, is iden- 
tical to H. R. 10394, by Representative Matthews 
(D., Fla.), and would amend the Internal Revenue 
Code of 1954 to eliminate present provisions which 
restrict medical expense deductions to the excess 
of 3% of taxpayer's adjusted gross income. 


Veterans’ Affairs 


H. R. 12056, by Representative Siler (R., Ky.), 
would amend the Veterans’ Benefits Act of 1957 to 
prohibit the reduction of service-connected dis- 
ability ratings which have been in effect for 10 or 
more years, except upon showing that the rating 
was based on fraud. It would also provide that 
such disability which has been in effect for 10 or 
more years and which has been reduced within 
that period shall not be reduced any further there- 
after. The bill also provides that a veteran whose 
10-year disability rating had been reduced in the 
past could have the original rating restored by 
applying for such action to the Administrator of 
Veterans Affairs. 

H. R. 12096, by Representative Abernethy (D., 
Miss.), would provide for peacetime veterans a 
3-year presumption of service-connection for active 
tuberculosis resulting in 10% degree of disability or 
more. 

H. R. 12383, by Representative Addonizio (D., 
N. J.), would increase the period of presumption 
of service-connection for veterans suffering from 
multiple sclerosis from the present two year to 
seven years from date of separation from service. 
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Health, Education, and Welfare 


H. R. 12166, by Representative Lankford (D., 
Md. ), is identical to H. R. 11714, by Representative 
Blatnik (D., Minn.), and would amend the Water 
Pollution Control Act to increase one of the limita- 
tions on grants for construction and for other pur- 
poses from $250,000 to $500,000. 

H. R. 12338, by Representative Teller (D., N. Y.), 
would have the same effect as $. 2888, by Senator 
Douglas (D., Ill.) and others, which passed the 
Senate on April 28, in that it would require the 
reporting to the Secretary of Labor of information 
dealing with welfare and pension plans by labor 
unions. The bill specifies what type of information 
shall be filed and provides penalties for failure to 
comply. 

H. R. 12190, by Representative Engle, is identi- 
cal to H. R. 10730, by Representative Sheppard 
(Democrats, Calif.), and would amend the public 
assistance provisions of the Social Security Act to 
provide increased payments and eliminate certain 
restrictions. 


Miscellaneous 


Reorganization Plan no. 1 of 1958, introduced by 
the President, would merge the functions of the 
Office of Defense Mobilization and the Federal 
Civil Defense Administration in a new agency to 
be known as the Office of Defense and Civilian 
Mobilization. All functions of the two agencies 
would be vested in the President, and the new 
Office would be made part of the Executive Office 
of the President. The plan provides for a director, 
deputy director, and three assistant directors to be 
appointed by the President, by and with the advice 
and consent of the Senate. It also provides for up 
to 10 regional directors. The President would be 
authorized to delegate civilian defense functions to 
any federal agency. On this point, there is some 
question as to exactly which functions the President 
would delegate, save, or eliminate. Unless the plan 
is rejected by a simple majority of either the House 
or Senate within 60 days of the above transmittal 
date, it will become effective on July 1, 1958. (The 
plan became effective on July 10. Governor Hoegh, 
former director of FCDA, is the new director. ) 

S. Res. 297, by Senator Potter (R., Mich.), is a 
resolution directed against the Reorganization Plan 
no. 1-of 1958 and reads as follows: “That the Sen- 
ate does not favor the Reorganization Plan Num- 
bered 1 of 1958 transmitted to the Congress on 
April 24, 1958.” 

H. R. 12524, by Representative Reed (R., N. Y.), 
would discontinue federal grants for vocational 
education and waste treatment facilities and would 
reduce the federal excise tax on local telephone 
service to assist the states in assuming financial 
responsibility for these programs. 
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The purpose of this bill is to return to the states 
the responsibility for vocational education and 
water pollution control. To meet the cost of these 
programs, the states would be expected to tax local 
telephone service. Under existing law, federal tax 
paid by the user is 10%. A tax credit equal to the 
amount of the state tax or 40% of the present fed- 
eral tax, whichever is less, would be granted to tax- 
payers in the states which impose such a tax to 
carry out the programs. The authorization for tax 
credits would continue until July 1, 1964. At that 
time the federal tax on local telephone service 
would be reduced to 6%. It is assumed that by 
July, 1964, all the states would have imposed a 4% 
tax on local telephone service. The bill also pro- 
vides for the repeal of federal laws dealing with 
vocational education and the repeal of the grant-in- 
aid section of the Water Pollution Control Act of 
1956. 

H. R. 12541, H. R. 12542, and H. R. 12543, by 
Representatives Vinson (D., Ga.), Kilday (D., 
Texas), and Arends (R., Ill.), respectively, would 
promote the national defense by providing for 
reorganization of the Department of Defense. 

This is a new bill reported by the House Armed 
Services Committee to accomplish the reorganiza- 
tion of the Department of Defense. While the bill 
differs from the Administration’s bill with respect 
to the chain of command and operations of the 
various services, its language concerning the As- 
sistant Secretaries of Defense is identical to the 
Administration’s bill. It makes no specific recom- 
mendations concerning the Assistant Secretary of 
Defense for Health and Medical. This bill has 
already passed in the House and is now under 
consideration by the Senate. 

Indications are that the Administration will abol- 
ish the office of the Assistant Secretary of Defense 
for Health and Medical and relegate it to that of a 
special assistant to the Secretary of Defense. 


THE BILL OF RIGHTS FOR THE 
COLLEGE ATHLETE 


Participation in college athletics is a privilege in- 
volving both responsibilities and rights. The athlete 
has the responsibility to play fair, to give his best, 
to keep in training, to conduct himself with credit 
to his sport and his school. In turn he has the right 
to optimal protection against injury as this may be 
assured through good technical instruction, proper 
regulation and conditions of play, and adequate 
health supervision. Included are: 


Good Coaching: The importance of good coaching 
in protecting the health and safety of athletes 
cannot be minimized. Technical instruction leading 
to skillful performance is a significant factor in 
lowering the incidence and decreasing the severity 


of injuries. Also, good coaching includes the dis- 
couragement of tactics, outside either the rules or 
the spirit of the rules, which may increase the 
hazard and thus the incidence of injuries. 


Good Officiating: The rules and regulations gov- 
erning athletic competition are made to protect 
players as well as to promote enjoyment of the 
game. To serve these ends effectively the rules of 
the game must be thoroughly understood by players 
as well as coaches and be properly interpreted and 
enforced by impartial and technically qualified 
officials. 


Good Equipment and Facilities: There can be no 
question about the protection afforded by proper 
equipment and the right facilities. Good equipment 
is now available and is being improved continually; 
the problem lies in the false economy of using 
cheap, worn out, outmoded, or ill-fitting gear. Pro- 
vision of proper areas for play and their careful 
maintenance are equally important. 


Good Medical Care: Good medical care includes, 
first, a thorough preseason history and _ physical 
examination. Many of the sports tragedies which 
occur each year are due to unrecognized health 
problems. Medical contraindications to participa- 
tion in contact sports must be respected. Second, 
a physician present at all contests and readily 
available during practice sessions. It is unfair to 
leave decisions to a trainer or coach as to whether 
an athlete should return to play or be removed from 
the game following injury. In serious injuries the 
availability of a physician may make the difference 
in preventing disability or even death. Third, medi- 
cal control of the health aspects of athletics. In 
medical matters, the physician’s authority should 
be absolute and unquestioned. Today’s coaches and 
trainers are happy to leave medical decisions to the 
medical profession. They also assist in interpreting 
this principle to students and the public. 
American Medical Association 
Committee on Injury in Sports. 


FOOD FADDISM 


Four departments of the American Medical Asso- 
ciation, in cooperation with one private and one 
federal agency, have joined in a program to alert 
the public to notorious health lecturers, worthless 
or harmful tonics and food supplements, phony 
health foods, and related false advertising claims. 
One project is an exhibit entitled, “Nutrition Non- 
sense and False Claims,” which features an actual 
recording of the “pitch” made by a door-to-door 
salesman of food supplements. 

The exhibit, to be completed this fall, is being 
prepared by the Council on Foods and Nutrition, 
the Bureau of Exhibits, the Public Relations De- 


2085 ORGANIZATION SECTION 


J.A.M.A., Aug. 23, 1958 


partment, and the Bureau of Investigation—work- 
ing with the National Better Business Bureau, and 
the Food and Drug Administration. A film entitled 
“The Medicine Man,” dealing with the health lec- 
turer who promotes his product as a cure-all of dis- 
ease, is scheduled for release to television stations 
on Sept. 15. It will be previewed at the annual PR 
Institute in Chicago on Aug. 28. 

Details of the program were related at a meeting 
of the Council on Foods and Nutrition in San Fran- 
cisco last June by Dr. Philip L. White, Secretary of 
the Council]. At that same meeting a committee was 
appointed, headed by Dr. David B. Hand of 
Geneva, N. Y., to prepare a statement defining low- 
fat and moderate-fat diets and give indications of 
their use. 


A Hollywood actor, Dabbs Greer, portrays a witch doctor 
in the A. M. A.’s educational television film, “The Medicine 
Man.” He bones up on the real thing in this photograph 
made during production. The film exposes nutrition fakers 
and is scheduled for release to television stations on Sept. 15. 


The Council has authorized the preparation of 
symposium of brief articles for THE JouRNAL on 
certain controversial subjects in the field of foods 


_ and nutrition. The first series will discuss the signifi- 


cance of lowered cholesterol levels. Meanwhile, 
preparations are being completed for the Council's 
annual fall symposium to be held Oct. 16 at Madi- 
son, Wis., in cooperation with the university's medi- 
cai school, the Dane County Medical Society, and 
the State Medical Society of Wisconsin. The sub- 
ject is, “Factors Involved in Formation and Disease 
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of Bone.” Three symposiums are scheduled for next 
year. These include the regular fall session; another 
scientific symposium in the spring, at Vanderbilt 
University on the topic of lipids and fat-soluble 
vitamins; and a question-and-answer-period during 
the A. M. A. Annual Meeting next June in Atlantic 
City. 


NEW INTERPROFESSIONAL 
MEDICOLEGAL CODE 


A new code designed to improve relationships 
between physicians and attorneys was adopted by 
the American Medical Association’s House of Dele- 
gates at its recent annual meeting in San Francisco. 
This “National Interprofessional Code for Physi- 
cians and Attorneys” was developed by the Joint 
Liaison Committee of the American Bar Association 
and the American Medical Association. The same 


Dr. Gunnar Gunderson, A. M. A. President, and Charles S. 
Rhyne, American Bar Association President, discuss the new 
interprofessional code for physicians and attorneys prepared 
by the A. M. A.-A. B. A. Joint Liaison Committee. 


code will be presented for approval to the Board of 
Governors and the House of Delegates of the Ameri- 
can Bar Association at its meeting in August. 
The preamble states that it “will serve its purpose 
if it promotes the public welfare, improves the 
practical working relationships of the two profes- 
sions, and facilitates the administration of justice.” 
The wording of the code has been kept general 
to allow its adaptation to local conditions. Various 
sections cover such topics as medical reports; con- 
ferences between the physician and the attorney; 
subpoena for medical witness; arrangements for 
court appearances; physician called as witness; fees 
for services of a physician relative to litigation; 
implementation of the code at state and local levels; 


and consideration and disposition of complaints by 


a member of either profession. 
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TEST FOR FOREIGN GRADUATES 
ON SEPTEMBER 23 


At least 800 physicians in the United States and 
in 32 nations abroad are expected to take part Sept. 
23 in the first world-wide qualification examination 
offered by the new Educational Council for Foreign 
Medical Graduates. More than half of the examinees 
will take the all-day test in centers set up at some 
20 medical schools in the United States, according 
to Dr. Dean Smiley, executive director of the 
Council. 

The Sept. 23 examination will consist of 126 
questions in medicine, 90 in surgery, 54 in obstetrics 
and gynecology, 54 in pediatrics, and 36 in the 
basic sciences. This examination contains 40 fewer 
questions than the total which confronted 298 can- 
didates in the first test given last spring at United 
States centers. A passing score was achieved by 152 
of those examinees. 

According to statistical data of the Council, a 
British medical school graduate was top scorer in 
last spring’s test, correctly answering 367 out of 400 
questions. One graduate of a Mexican medical 
school and another of a Swiss medical school each 
answered 364 questions correctly. Also among the 
top scorers were graduates of Latvian, Italian, 
Egyptian, Belgian, Chinese, and Hungarian medi- 
cal schools. Leading by country in number of appli- 
cants were 35 graduates of German medical schools, 
of whom 21 attained passing scores; in contrast, two 
out of three Argentine medical school graduates 
passed. The best showing was made by graduates 
of Swiss medical schools, seven out of eight of 
whom passed; only one out of six Japanese gradu- 
ates attained a passing score. The candidates ranged 
in year of medical school graduation from 1921 to 
1958. However, two out of every three were gradu- 
ated in the decade of 1947-1956. Similar examina- 
tions are to be given twice annually—next year in 
February and in September. 

The Educational Council for Foreign Medical 
Graduates (located at 1710 Orrington Ave., Evans- 
ton, Ill.) is not a placement agency but rather a 
certifying organization. Tests are given only to 
candidates whose credentials are acceptable—at 
least 18 years of formal education, including 4 
academic years in a bona fide medical school. Those 
who pass are certified as possessing medical knowl- 
edge reasonably equivalent to that expected of 
graduates of approved medical schools in the 
United States and Canada and as having satisfac- 
tory facility with the English language. Certifica- 
tion then may be transmitted to hospitals, licensing 
authorities, specialty boards, and other appropriate, 
organizations. 
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MEDICAL NEWS 


CALIFORNIA 


Microradiographic Lab at UCLA.—A microradio- 
graphic laboratory for taking tiny x-ray pictures of 
microscopic tissue has been established at the Uni- 
versity of California at Los Angeles Medical School. 
The new unit is under the direction of Richard C. 
Greulich, Ph.D. Techniques are based on the same 
principles as those of conventional x-ray imaging. 
However, very fine-grained photographic emulsion 
is necessary for the high resolution required to dis- 
tinguish adjacent regions of altered mass or chem- 
istry. The specimen must be in a vacuum so that the 
low-energy x-rays can penetrate air molecules suffi- 
ciently to produce a good negative. The microradio- 
grams are about the size of a postage stamp and 
are examined in the light microscope. 


Dr. Shaw Named Pediatric Head.—Dr. Edward B. 
Shaw, San Francisco pediatrician, has been ap- 
pointed professor of pediatrics and chairman of the 
department at the University of California School 
of Medicine, San Francisco. Dr. Shaw has been a 
volunteer member of the school’s part-time clinical 
staff since 1921 and is leaving private practice to 
devote full time to university service. Since 1928 he 
has been chairman of the department of communi- 
cable diseases at Children’s Hospital in San Fran- 
cisco. As chairman of the department of pediatrics, 
Dr. Shaw succeeds Dr. William C. Deamer, who 
intends to devote more time to research and 
teaching. 


DISTRICT OF COLUMBIA 


Department of Medical and Dental Illustrations.— 
Since its organization in 1954, the department of 
medical illustrations and photography of the 
Georgetown University School of Medicine has en- 
larged its scope and facilities. Recently a decision 
was made to offer the services of the department 
to the dental profession, and the name of the de- 
partment was changed to include dental illustra- 
tions. The mission of the department is to create 
visual material applicable to publication and to 
teaching in medicine and dentistry. The facilities 
of the department are available to the medical and 
dental professions of the community as well as to 
the faculties of Georgetown’s schools. 


Physicians are invited to send to this department items of news of 
general interest, for example, those relating to society activities, new 
hospitals, education, and public health, Programs should be received 
at least three weeks before the date of meeting. 


KANSAS 


Meeting on Schizophrenia and Hospital Treatment 
Programs.—The Osawatomie State Hospital, Osawa- 
tomie, has announced that an Institute on Chronic 
Schizophrenia and Hospital Treatment Programs 
will be held Oct. 1-3, supported by a grant from 
the National Institute of Mental Health, Bethesda, 
Md., and Smith, Kline & French Laboratories, 
Philadelphia. The purpose of the meeting is “to 
define specific practical treatments of chronic schiz- 
ophrenia for mental hospitals, to promote new 
ideas and research activity, and to debate, discuss, 
and clarify divergent points of view on schizo- 
phrenia.” Presentations will be made on psycho- 
analytic ideas, communication theory, the viewpoint 
of social psychiatry, “intrusion” theory, the biologi- 
cal standpoint, and large-scale hospital program- 
ming. There will be individual and __ panel 
discussions. Participants will include: Dr. Karl A. 
Menninger, Topeka, Kan.; Dr. Nathaniel S. Apter, 
Chicago; Mr. Gregory Bateson, Palo Alto, Calif.; 
Dr. John H. Cumming, Kansas City, Kan.; Austin 
M. Des Lauriers, Ph.D., Topeka, Kan.; Dr. Jordan 
M. Scher, Baltimore, Md.; Dr. Otto A. Will Jr., 
Rockville, Md.; Dr. Bruno Minz, Paris; Ludwig von 
Bertalanffy, Ph.D., Los Angeles; Dr. Ian L. W. 
Clancey, Weyburn, Saskatchewan; Dr. Elmer F. 
Galioni, Stockton, Calif.; $. Kirson Weinberg, Ph.D., 
Chicago; Martin Scheerer, Ph.D., Lawrence, Kan. 
There is no registration fee, but attendance will be 
limited. For information write Dr. George Zubo- 
wicz, Superintendent, Osawatomie State Hospital, 
Osowatomie, Kan. 


MASSACHUSETTS 


Reactor for Medical Research.—The first tour of the 
reactor at the Massachusetts Institute of Technol- 
ogy was conducted Aug. 5 by Theos J. Thompson, 
LL.D., director of the reactor and professor of 
nuclear engineering at the institute. The new facil- 
ity, which cost 3 million dollars, will be used 
primarily for research and training nuclear engi- 
neers. A feature of the construction is the medical 
therapy room located beneath the reactor core, 
available to physicians in the Boston area for treat- 
ment of patients. Other uses of the reactor will 
include research in biology and food technology. 
Medical facilities at the reactor were made possible 
by a $250,000 grant from the Rockefeller Founda- 
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Personal.—John F. Enders, Sc.D., professor, Harvard 
Medical School, Boston, and Nobel Prize winner, 
received an honorary doctor of science degree from 
Western Reserve University, Cleveland, June 11.—— 
Claus B. Bahnson, Ph.D., of Littleton, who came to 
America from Denmark in 1954, is the first person 
ever appointed to the faculty of both Boston Uni- 
versitys School of Medicine and School of Fine 
and Applied Arts. Sponsored by the Scientific Ex- 
change Program of the American-Scandinavian 
Foundation and the U. S. State Department, he 
was appointed research associate in the department 
of psychiatry of Boston University’s School of Med- 
icine and is a visiting professor of piano literature 
and teaching associate in piano at the university's 
School of Fine and Applied Arts. 


MISSOURI 

Inpatient Psychiatric Service Program.—A special 
preopening tour Aug. 1 marked the completion of 
construction of the new 35-bed adult inpatient 
psychiatric service of the Jewish Hospital of Saint 
Louis. Jointly sponsored by the hospital and the 
Psychoanalytic Foundation of Saint Louis, the tour 
provided an opportunity for psychiatrists, physi- 
cians, and health agency representatives to inspect 
the new treatment facilities. The new program will 
be a “private, intensive treatment service designed 
to provide treatment facilities and meet the spe- 
cialized needs of patients requiring depth psycho- 
therapy under long-term hospitalization.” An ap- 
proach called the “therapeutic community,” charac- 
terized by high patient-nurse ratio, will be used. 
The foundation has granted the Jewish Hospital 
$5,000 toward this program. The service will be 
under the direction of Dr. Irwin Levy, director of 
the hospital’s department of neuropsychiatry. Dr. 
William D. Cone will be administrator of the pro- 
gram. 


NEBRASKA 


Begin Psychiatric Institute in Omaha.—Construction 
of a three-floor addition to the Nebraska Psychiatric 
Institute of the University of Nebraska College of 
Medicine, Omaha, began in July. Two floors will 
be devoted to neuropsychiatric research while the 
third will house a special facility for mentally re- 
tarded children, to be known as the Carl and Caro- 
line Swanson Children’s Clinic. The new facilities 
reportedly will allow the institute to expand its 
neuropsychiatric research program and to develop 
a program of service, training, and research in 
mental retardation. A psychiatric nursery is being 
added to the existing Children’s Service. Total cost 
of the addition is $506,000, of which $55,150 was 
received from the Carl and Caroline Swanson 
Foundation, $150,000 from an anonymous donor, 
$59,000 from the University of Nebraska and the 
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State Board of Control, $200,000 from the Health 
Research Facilities branch of the National Institutes 
of Health, and $41,850 from Hill-Burton funds. 


New York City 


Center for Study of Heart Diseases.—A center for 
the all-purpose treatment and study of heart dis- 
eases will be opened this winter at New York 
Medical College, Flower and Fifth Avenue Hospi- 
tals. The program to be known as the “cardio- 
pulmonary program,” will coordinate all services 
available to the heart patient in every department, 
with surgical, medical, and psychiatric teams work- 
ing as one. A new operating room will be con- 
structed and will include a control room for a team 
consisting of cardiologist, physiologist, electronic 
engineer, and anesthesiologist who will be able to 
offer guidance to the surgeon throughout an opera- 
tion. The operating table will be equipped with 
electronically controlled audiovisual devices to re- 
cord all vital processes. The surgeon, guided by 
specialists in the control room, can also glance at 
a wall screen which will give facts on the patient's 
condition. Electronic apparatus will relay the oper- 
ation to a lecture room for training of heart sur- 
geons. Dr. Leo M. Taran, who will serve as coordi- 
nator and director, has had postgraduate training 
in Berlin and Wiesbaden. Plans are being made for 
any heart patient, regardless of his financial status, 
to receive benefits of the cardiopulmonary program 
at New York Medical College. 


TENNESSEE 

Tennessee Valley Assembly Meets in Chattanooga. 
—Sponsored by the Chattanooga and Hamilton 
County Medical Society, the Tennessee Valley 
Medical Assembly will be held Sept. 29-30 at the 
Read House, Chattanooga. A film, “Stress and the 
Adaptation Syndrome,” will be presented by Dr. 
Hans Selye, Montreal. Dr. Francis L. Chamberlain, 
San Francisco, president-elect of the American 
Heart Association, will present “Treatment of Hy- 
pertension” the morning of Sept. 30. The program 
includes the following speakers: Dr. Owen H. 
Wangensteen, Minneapolis; Drs. William R. Arrow- 
smith and Merrell O. Hines, New Orleans; John L. 
Parks, Washington, D. C.; Paul E. McMaster, Los 
Angeles; E. Perry McCullagh, Cleveland; Vincent 
J. Collins, New York City; McLemore Birdsong, 
Charlottesville, Va.; Manuel E. Lichtenstein and 
Herbert Rattner, Chicago; John R. Snavely, Jack- 
son, Miss.; Kenneth W. Warren and Richard H. 
Overholt, Boston; Robert B. Greenblatt, Augusta, 
Ga.; Julian M. Ruffin, Durham, N. C.; William A. 
Altemeier, Cincinnati; Waltman Walters, Rochester, 
Minn. At the banquet Sept. 29, 7 p. m., Dr. Philip 
Thorek, associate professor of surgery, University 
of Illinois, Chicago, will speak on “Food for 
Thought.” Registration fee is $15. For information 
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write Dr. William G. Stephenson, Tennessee Valley 
Medical Assembly, 109 Medical Arts Building, 
Chattanooga 2, Tenn. 


Appoint Head of Department of Dermatology.— 
Dr. Emmett R. Hall, head of the department of 
dermatology at the University of Tennessee College 
of Medicine since 1933, has been relieved of his 
administrative duties, but continues to serve as 
professor of dermatology. He has been succeeded 
by Dr. Vonnie A. Hall, who will be advanced from 
associate professor to professor and head of the 
department. He is a nephew of Dr. Emmett Hall. 


VERMONT 

Rehabilitation Center in Burlington.—The Vermont 
Rehabilitation Center is being constructed in Bur- 
lington with $325,000 voted by the Vermont State 
Legislature and $200,000 of federal ( Hill-Burton ) 
matching funds. The center was planned as a three- 
story building; however, a fourth story for clinical 
research has been added as a result of a National 
Institute of Health grant. The function of the center 
is “to furnish a focal point for a statewide attack 
on chronic illness and disability.” It brings a full 
rehabilitation team in the immediate vicinity of 
the Vermont College of Medicine and connected 
with one of that college's two teaching hospitals, 
DeGoesbriand Memorial Hospital, to be used for 
teaching and to provide specialist treatment for 
the patient. The patient may carry out part of his 
program in his home area or he may take advantage 
of the facilities of the center. He will be followed 
on a regular periodic basis. Features of the center 
include a developing speech and hearing unit with 
a program which will integrate with the programs 
of the state agencies and with a curriculum for 
speech and hearing therapists. A cardiac or classifi- 
cation unit is functioning at the present time under 
subsidy from the Vermont Heart Association in 
combination with the cardiopulmonary unit of the 
DeGoesbriand Memorial Hospital. The Rehabilita- 
tion Center will be operated by the hospital. It is 
anticipated that another wing, a 60-bed long-term 
illness unit, will be added within a vear. 


VIRGINIA 

Conference on Mental Retardation.—The Lynch- 
burg Training School and Hospital in Colony will 
hold a conference on research and training in the 
field of mental retardation Sept. 11-12, made pos- 
sible by a grant from the U. S. Public Health Serv- 
ice. The following topics will be presented at three 
sessions, “Research in Neurology,” “Research and 
Training in Psychiatry and Social Work,” and “Re- 
search and Training in Nursing, Psychology, and 
Education”: 
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The Role of Modern Neurological Research Techniques in 
the Field of Mental Retardation. 

Research Plans Dealing with Progressive Deteriorating Dis- 
eases and a Summary of an Analysis of 400 Autopsies on 
Institutionalized Patients. 

The Development and Functional Organization of the Brain 
as Revealed by the Study of Malformations. 

Preadmission Service. 

Psychotherapeutic Considerations in the Treatment of the 
Mentally Retarded. 

Training of Professional Personnel. 

Basic Research on Learning in Mental Retardates. 

All sessions will be held in the H. Minor Davis 
School Auditorium. No registration fee will be 
charged. For information write Dr. Benedict Nag- 
ler, Superintendent, Lynchburg Training School 
and Hospital, Colony, Va. 


WASHINGTON 

Dr. Blandau Wins Award for Sterility Study.—Dr. 
Richard J. Blandau, assistant dean of the Univer- 
sitv of Washington School of Medicine, Seattle, has 
been named winner of a national award by the 
American Society for the Study of Sterility, in Los 
Angeles. He received the Rubin award for “the 
most significant contribution to study in this field” 
for his work in studying the way the developing 
embrvo is implanted in the uterus. Dr. Blandau 
also won this award in 1954 for previous studies. 
He is professor of anatomy at the medical school. 


WISCONSIN 


Appoint Director of Department of Surgery.—Dr. 
Edwin H. Ellison, associate professor of surgery, 
Ohio State University College of Medicine, Colum- 
bus, has been appointed professor and director of 
the department of surgery at Marquette University 
School of Medicine, Milwaukee, effective July 1. 
He replaces Dr. Carl W. Eberbach, who will con- 
tinue in the teaching program of the medical school 
and will remain in the private practice of surgery. 
Dr. Ellison will be in charge of the educational and 
research programs in surgery for the Medical 
School at Milwaukee County Hospital and the Vet- 
erans Administration Hospital, Wood, and at Mil- 
waukee Children’s Hospital he will assist and guide 
the expansion of the undergraduate teaching pro- 
gram in pediatric surgery. Dr. Ellison was certified 
by the American Board of Surgery in 1954. 


General Practice Meeting in Milwaukee.—The 1958 
scientific assembly of the Wisconsin Academy of 
General Practice will be held Sept. 14-16 at the 
Milwaukee Auditorium. Dr. Theodore J. Nereim, 
president of the state academy, will open the meet- 
ing with an address. Four panel discussions are 
planned: Diabetes, Geriatric Problems, Congestive 
Heart Failure, and Medical Hypnosis in General 
Practice. The program includes the following pa- 
pers by out-of-state participants: 
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Orthopedic Knee Injuries, Dr. Donald R. Lannin, St. Paul. 

Cause and Prevention of Cystocele and Rectocele, Dr. J. 
Robert Willson, Philadelphia. 

Management of Varicose Veins and Complications, Dr. Her- 
man O. McPheeters, Minneapolis. 

(1) Acute Infections of the Urinary Tract; (2) Hematuria— 
Diagnosis and Treatment, Dr. Louis K. Mantell, Waco, 

exas. 

Office Surgery, Dr. Paul S. Williamson, Dickenson, Texas. 

Putting Science Across for Health, Chauncey D. Leake, 
Ph.D., Columbus, Ohio. 

Delivery Room Emergencies, Dr. Mitchell J. Nechtow, 
Chicago. 


For information write Dr. Edgar M. End, 758 N. 
27th, Milwaukee 8, Wis., Secretary. 


GENERAL 

Psychosomatic Society Meets in Atlantic City.—The 
American Psychosomatic Society will hold its 16th 
annual meeting at Chalfonte-—Haddon Hall in 
Atlantic City May 2-3, 1959. The Program Com- 
mittee would like to receive titles and abstracts of 
papers for consideration for the program no later 
than Dec. 1. The time allotted for presentation of 
each paper will be 20 minutes. Abstracts, in octupli- 
cate, should be submitted to the Chairman, Pro- 
gram Committee, 265 Nassau Road, Roosevelt, N. Y. 


Grants-in-Aid for Study of Sterility.—The Ortho and 
Carl G. Hartman grants-in-aid of the American So- 
ciety for the Study of Sterility, each of $500, are 
available for 1959. Applications should be sent to 
the Secretary of the Awards Committee, American 
Society for the Study of Sterility, Dr. Robert B. 
Wilson, 200 First St., S$. W., Rochester, Minn., by 
Dec. 31. No application will be considered by the 
committee unless it is accompanied by five copies 
of a brief outline of the research project for which 
the grant-in-aid is being sought. 


Anesthesiologists Meeting in Vermont.—The fall 
meeting of the New England Society of Anesthe- 
siologists will be held at the Equinox Hotel, Man- 
chester, Vermont, Sept. 18-19. Ten papers will be 
presented under the topics “Old Problems in Anes- 
thesia” and “New Problems in Anesthesia.” Speak- 
ers include Drs. Richard H. Barrett, Hanover, 
N. H.; John R. Lincoln, Portland, Maine; Herbert 
Ebner, Province, R. I.; Morris J. Nicholson, Boston; 
Emanuel M. Papper, New York City; John Abajian 
Jr., Burlington, Vt.; Thomas K. Burnap, Boston; 
James B. Given, Hartford, Conn.; and Robert M. 
Smith, Boston. Dr. Papper will present two papers. 
Exhibits are planned, and the social program will 
include a golf tournament and a banquet. For in- 
formation write Dr. Thomas K. Burnap, Peter Bent 
Brigham Hospital, Boston 15. 


Nineteen Traveling Science Teachers.—The third 
Oak Ridge, (Tennessee) Traveling Science Dem- 
onstration Lecture Program will take to the road 
in September and spend the school year visiting 
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high schools in places assigned to them. Each of the 
19 specially trained teachers will spend a week at 
a different high school, giving demonstration lec- 
tures and consulting with faculty members on 
methods of improving science teaching, to interest 
more students in entering on science and science- 
teaching careers. Between now and the opening of 
the next school vear, the 19 high school science 
teachers, who come from eight states and Puerto 
Rico, will receive intensive training in various 
fields of science, advanced teaching methods, and 
classroom and platform techniques. The training 
will include attendance at a four-week institute for 
science teachers that will feature lectures and 
demonstrations by outstanding scientists and edu- 
cators. The summer training program is under the 
direction of R. J. Stephenson, Ph.D., professor of 
physics at the College of Wooster in Ohio. 


Meeting on Proctology in Sun Valley.—The North- 

west Proctologic Society will meet Aug. 27-29 in 

Sun Valley, Idaho. Two panel discussions are 

planned, “Pruritus Ani” and “Problems in Anorectal 

Surgery,” moderated by Drs. William A. McMahon, 

Seattle, and Curtice Rosser, Dallas, Texas, respec- 

tively. The following topics and speakers are sched- 

uled: 

Hyperkeratinization of Squamous Epithelial Rests in the 
Rectal Ampulla, Dr. Walter R. Munroe, Portland, Ore. 

Anorectal Applied Anatomy, Drs. Malcolm R. Hill Sr., and 
Arthur E. Lewis, Seattle. 

Recurrent Post Anal Uleer Following Anorectal Surgery, Dr. 
Nathan J. Campbell, Portland, Ore. 

Construction and Care of Heostomy. Dr. Julius B. Chris- 
tensen, Omaha. 

Management of Colorectal Adenomata Showing Malignant 
Changes, Dr. John L. McKay, Seattle. 


A forum on “Pre and Postoperative Care and 
Complications” will be moderated by Dr. Clifford 
kK. Hardwicke, Portland, Ore. The morning of Aug. 
30 Dr. Hyrum R. Reichmann, Salt Lake City, will 
present “Comments on Activity of the American 
Board of Proctology.”. For information write Dr. 
John L. McKay, 645 Medical Dental Building, 
Seattle 1, Wash. 


Annual Meeting on Cerebral Palsy.—The 12th an- 
nual meeting of the American Academy for Cere- 
bral Palsy will be held Sept. 25-27 at the Sheraton- 
Biltmore Hotel, Providence, R. 1. The presidential 
address will be given at the opening general ses- 
sion by Dr. William T. Green, of Boston. An 
audiovisual section will present the following: 
Progressive Muscular Dystrophy, Childhood Type, Funce- 
tional Evaluation, Dr. Leon Greenspan, New York City. 
Handedness, Finger Skills and Speech Laterality, Dr. 
Temple S. Fay, Philadelphia. 
Education and Language Development for the Hard of 
Hearing, Dr. Raymond M. Rembolt, lowa City. 
Delayed Skeletal Age in Cerebral Palsy and Related Dis- 
orders, Drs. Gerald Solomons, Eric Denhoff, and Manuel 
Horwitz, Providence. 
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Emotional Changes Following Camp Experience for Two 
Groups of Handicapped Children, Raymond H. Holden, 
M.A., Providence. 

A closed-circuit T. V. clinic and question-and- 
answer sessions are planned. A ladies’ program is 
arranged, and entertainment will include a banquet 
Sept. 25, 8 p. m., and a clambake, Sept. 26. For 
information write Dr. Raymond R. Rembolt, Uni- 
versity Hospital-School, lowa City, lowa, Secretary. 


Prevalence of Poliomyelitis——According to the Na- 
tional Office of Vital Statistics, the following num- 
ber of reported cases of poliomyelitis occurred in 
the United States, its territories and possessions in 
the weeks ended as indicated: 


July 26, 1958 


July 27 
Paralytie Total 1957 
Area Typ Cases Total 
New England States 
Middle Atlantie States 
East North Central States 
West North Central States 
‘ 
South Atlantic States 
Of Columbia 1 1 
South Carolina ........... itveates 1 4 4 
East South Central States 
4 10 
West South Central States 
16 28 38 
Mountain States 
1 
Pacifie States 
2 2 1 
Territories and Possessions 
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Grants for Research in Parkinson’s Disease.—The 
Parkinson's Disease Foundation has announced that 
its Research Advisory Board has approved five 
scientific research grants to institutions and one 
fellowship out of $150,000 made available for this 
purpose by the foundation. These grants, the first 
awarded since the foundation was formed last 
October, will support projects of scientists in the 
universities and neurological clinics who will en- 
gage specifically in research into the “cause, pre- 
vention and cure of palsy.” Chairman of the board 
is Dr. H. Houston Merritt, dean of Columbia Uni- 
versity's College of Physicians and Surgeons and 
director of the Service of Neurology at Presbyterian 
Medical Center, New York City. Grants to the fol- 
lowing were approved: Boston Veterans Adminis- 
tration Hospital, Duke University, Durham, N. C., 
lowa State University, lowa City, Columbia Univer- 
sity, and University of Washington, Seattle. The 
fellowship was awarded to an individual who is to 
work in the Parkinson Clinic at Massachusetts 
General Hospital in Boston. Application forms for 
additional institutional grants, for postgraduate and 
undergraduate fellowships are now available at the 
foundation headquarters in the Hotel Beverly in 
New York City. The Parkinson’s Disease Founda- 
tion is philanthropically endowed for all its operat- 
ing expenses, and all donations go directly into 
scientific research. 


Meeting of Mississippi Valley Society in Chicago.— 

The 23rd annual meeting of the Mississippi Valley 

Medical Society will be held at the Hotel Morrison, 

Chicago, Sept. 24-26 under the presidency of Dr. 

Joseph C. Edwards, of Washington University 

School of Medicine, St. Louis. Speakers include Dr. 

Gunnar Gundersen, President, American Medical 

Association; Dr. Alton Oschner, of Tulane Univer- 

sity, New Orleans; Dr. Robert C. Hickey, lowa 

State University, lowa City; and Dr. Mark H. 

Lepper, University of Illinois, Chicago. There will 

be six panel discussions; the moderators and the 

subjects are as follows: 

Additional Helpful Procedures for Diagnosis and Prognosis 
in Jaundice and Liver Disease, Dr. James B. Carey, Mayo 
Clinic, Rochester, Minn. 

Fractures in Children, Dr. John J. Fahey, Chicago. 

Pulmonary Diseases, Dr. Paul Murphy, St. Louis University. 


Diarrhea in Infancy, Dr. Heyworth N. Sanford, University 
of Illinois. 


Hypertension, Dr. Peter J. Talso, Loyola University. 
Menopause, Menorrhagia and Amenorrhea, Dr. Robert B. 

Wilson, Mayo Clinic. 

There will be a scientific and technical exhibit 
hall, a fellowship hour, and a banquet. All physi- 
cians are invited; the program is geared to appeal 
to those in general practice. The 15th annual meet- 
ing of the American Medical Writers’ Association 
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will be held in the same hotel on Sept. 26-27. For 
information write Dr. Harold Swanberg, Secretary, 
W.C. U. Bldg., Quincy, Il. 


Annual Meeting on Urology.—The Northeastern 

Section of the American Urological Association will 

hold its annual meeting Sept. 11-13 at the Equinox 

House, Manchester, Vermont. The presidential ad- 

dress, “Treatment of Tumors of the Bladder—Past, 

Present,” will be given Sept. 13, 11:45 a. m., by Dr. 

William A. Milner, Albany. Guest speakers will 

present the following: : 

Renal Artery Disease and Hypertension, Dr. Eugene F. 
Poutasse, Cleveland. 

Renal Calculous Disease, Dr. Charles L. Prince, Savannah, 
Ga. 

Chemotherapy in Urological Cancer, Dr. Richard C. Putnam, 
Philadelphia. 

Post-prostatectomy Incontinence, Dr. Victor F. Marshall, 
New York City. 

Hormones and Prostatic Cancer, Dr. William Wallace Scott, 
Baltimore. 


Radiation Biology in Carcinoma of the Bladder, Dr. Marvin 
N. Lougeed, Montreal, P. Q. 


A panel for discussion of the problems in man- 
agement of advanced cancer is planned for Sept. 13, 
to be preceded by “Quacks, Charlatans and Uro- 
logical Cancer,” presented by Mr. Oliver A. Field, 
director of the bureau of investigation, American 
Medical Association, Chicago. For information 
write Dr. Francis O. Harbach, 831 James St., Syra- 
cuse, N. Y., Secretary-Treasurer. 


Society News.—Dr. Daniel E. Jenkins Jr., of Hous- 
ton, Texas, took office as president of the American 
Trudeau Society, May 23. Other officers include: 
Dr. Roger S. Mitchell, of Denver, president-elect; 
Dr. Byron F. Francis, Seattle, vice-president; 
and Dr. Ejvind P. K. Fenger, Oak Terrace, Minn., 
secretary-treasurer. Appointed to serve on the execu- 
tive committee, with the officers, were Dr. Theodore 
L. Badger, Boston, immediate past-president; Dr. 
Paul T. Chapman, Detroit; and Dr. Raymond F. 
Corpe, Rome, Ga.——The following officers of the 
American Academy of Tuberculosis Physicians have 
been elected: president, Dr. Marcio M. Bueno, New 
Bedford, Mass.; first vice-president, Dr. Mervin H. 
Black, Joplin, Mo.; second vice-president, Dr. Zol- 
tan Galambos, Chicago; auditor-editor, Dr. Harry 
J. Corper, Denver; officer of sessions, Dr. Max 
Fleishman, Omaha; historian, Dr. Kellie N. Joseph, 
Birmingham, Ala.; and secretary, Dr. Oscar S. 
Levin, Denver.——The following officers were elect- 
ed June 22 at the annual meeting of the American 
Diabetes Association: president, Dr. Alexander 
Marble, Boston; first vice-president, Dr. Francis 
D. W. Lukens, Philadelphia; second vice-president, 
Dr. Franklin B. Peck Sr., Indianapolis; secretary, Dr. 
Edward P. Sheridan, Denver; and _ treasurer, 
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Dr. Thomas P. Sharkey, Dayton, Ohio.——The So- 
ciety for Investigative Dermatology has elected the 
following officers: Dr. Hermann K. B. Pinkus, Mon- 
roe, Mich., president, 1958-59; Dr. Thomas B. 
Fitzpatrick, Portland, Ore., vice-president, 1958- 
59: Irvin H. Blank, Ph.D., Boston, member, board 
of directors, 1958-63; Dr. Allan L. Lorinez, Chi- 
cago, member, board of directors, 1958-63. 


Awards for Contributions in Research.—The Gaird- 
ner Charitable Foundation, incorporated in Decem- 
ber, 1957, as a charitable corporation under the 
laws of the Province of Ontario of the Dominion of 
Canada, has announced the establishment of inter- 
national awards in two classes: (1) Gairdner 
Foundation Award of Merit—a prize of $25,000 to 
be awarded not more than once in every four years 
to the individual or group who in the opinion of the 
foundation has made “the most outstanding dis- 
covery or contribution in the fields of the arthritic, 
rheumatic and cardio-vascular diseases”; (2) Gaird- 
ner Foundation Annual Awards—a series of prizes 
of $5,000 each to be awarded in any one year to not 
more than five individuals who in the opinion of the 
foundation have made outstanding discoveries or 
contributions in the same field. All awards will be 
made at the discretion of the foundation and will 
not be open to application on the part of potential 
candidates. Awards may be made to residents of 
any country and will be payable in Canadian funds. 
The first awards will be made during 1958. Where 
traveling expenses are incurred, the amount of the 
award may be increased. The founder and _presi- 
dent of the foundation is Mr. J. A. Gairdner, Cana- 
dian financier who provided the initial capital of 
about $500,000. For information write Mr. Edward 
Dunlop, General Secretary, Gairdner Charitable 
Foundation, 320 Bay St., Toronto, Canada. 


Research Fellowship for Women Physicians.—The 
Women’s Medical Association of the Citv of New 
York offers the Mary Putnam Jacobi Fellowship to 
a graduate woman physician, American or foreign, 
to start Oct. 1, 1959, and to amount to $2,000, 
$1,000 being available Oct. 1, 1959. The recipient 
will be expected to make a report to the committee 
at the end of the fourth month, after which the 
second $1,000 will be awarded subject to the ap- 
proval of the committee. The fellowship is given for 
medical research, clinical investigations, or post- 
graduate study in a special field of medicine. The 
recipient is expected to devote full time to the 
fellowship, but exception may be made under 
special circumstances. Applications must be _ re- 
turned before Feb. 1, 1959, with the following: 
(1) curriculum vitae, (2) a statement from a physi- 
cian of a recent physical examination, (3) tran- 
scripts of her college and medical school records, 
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(4) personal letters of recommendation from two 
or more physicians under whom she has studied, 
(5) the problems the applicant proposes to investi- 
gate or study, (6) a statement from the person 
under whom she proposes to study of his or her 
interest in her subject, (7) recent photograph. 
Successful candidates will be notified not later than 
May 1, 1959. For information and applications 
write Dr. Ada Chree Reid, Secretary, The Mary 
Putnam Jacobi Fellowship Committee, 118 River- 
side Drive, New York 24. 


Surgeons Celebrate Anniversary of World Federa- 
tion.—The second anniversary of the formation of 
World Federations of Surgeons on a continental 
basis within the structure of the International Col- 
lege of Surgeons will be observed at the Palmer 
House, Chicago, Sept. 19, when the college will 
also hold its biennial installation of international 
officers and officers of the United States and 
Canadian Sections. The Hon. Benjamin A. Cohen, 
Ambassador, Under-Secretary, United Nations, 
New York, will be the principal speaker, covering 
the role of the medical and surgical profession in 
cementing international relationships. Dr. Henry 
W. Meyerding, of Rochester, Minn., will be in- 
stalled as president of the parent organization, 
succeeding Prof. Dr. Carlos Gama, of Sao Paulo, 
Brazil. Dr. Edward L. Compere, of Chicago, will 
become president of the United States Section, 
succeeding Dr. Curtice Rosser, of Dallas. Dr. 
George J. Strean, of McGill University, Montreal, 
will assume the presidency of the Canadian Sec- 
tion in place of Dr. Richard M. H. Power, of 
Montreal. Dr. Raymond W. McNealy, of Chicago, 
will be the banquet chairman, and Dr. Morris Fish- 
bein, of Chicago will be the toastmaster. The fede- 
ration was launched at the congress of the French 
Section, International College of Surgeons, at Reims 
in May, 1957. Four units have been established, 
covering North America, Central and South 
America, Europe, and Asia. The active sections in 40 
countries form the nuclei of the continental federa- 
tions comprising 13,000 members. Dr. Rosser is 
president of the North American Federation, which 
is composed of the United States, Canada, and 
Mexico. Information may be had by writing to In- 
ternational College of Surgeons, 1516 Lake Shore 
Drive, Chicago 10. 


Annual Report on Hospitals.—The American Hospi- 
tal Association has reported that hospitals in the 
continental United States cared for 22,993,000 pa- 
tients in 1957, more than in any previous year and an 
increase of more than 900,000 from the 1956 total 
of 22,089.000. A total of 3,739,259 babies were born 
in U. S. hospitals last year, a rise of 248,118 over 
the 1956 total of 3,491,141 hospital births. On any 
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given day in 1957, an average of 1,320,000 patients 
and 48,775 newborn infants were hospitalized. Hos- 
pital admissions have risen steadily each year since 
1946, when the American Hospital Association be- 
gan its statistical series. The voluntary hospitals 
which care for the majority of the acute short-term 
cases in the nation spent an average of $26.81 a 
day for the care of each patient, an increase of 
$1.82 over 1956. In these hospitals, the average ex- 
penditure on each patient in 1957 was $198.39, 
compared with $181.43 in 1956. The average pa- 
tient stay in the voluntary hospitals was 7.4 days 
(7.5 days in 1956). Total income from patients in 
all voluntary hospitals in 1957 was $2,878,254,000, 
while expenses were $3,050,398,000. Patient income 
made up 94.3% of the total income of all these hos- 
pitals in 1957, as compared with 96.1% in 1956. The 
balance came from contributions, grants, and in- 
come from other sources. In 1957, an average of 
107 personnel per 100 patients were employed in 
all hospitals (101 in 1956). More than 260,000 
professional nurses worked full-time in hospitals 
in 1957. Almost 58,000 professional nurses served in 
hospitals on a part-time basis. More than half of 
all U. S. hospitals were voluntary; 16% were pro- 
prietary; and 32% were operated by agencies of 
federal, state, or local government. Ninety-five per 
cent of all hospital admissions last year were to 
general hospitals. However, psychiatric hospitals 
cared for 51% of the total number of patients hos- 
pitalized on any one day. Thirty-six per cent of all 
U. S. hospitals had less than 50 beds, 23% had from 
50 to 99 beds, 27% had between 100 and 299 beds, 
and 14% had 300 beds or more. 


FOREIGN 


Brigidier Boyd Receives Knighthood.—Brigadier 
J. S. K. Boyd, O. B. E., M.D., president of the Roy- 
al Society of Tropical Medicine and Hygiene and 
a trustee of the Wellcome Trust, was recently 
honored by Queen Elizabeth II in her Birthday 
Honours List with a Knighthood “for service to 
bacteriology.” Brigadier Boyd served as director of 
the Wellcome Laboratories of Tropical Medicine 
from 1946 until his appointment to the Wellcome 
Trust in January, 1956. In 1951 he was elected a 
fellow of the Royal Society for his fundamental 
work on the classification of the dysentery bacilli 
and his investigation into bacteriophage. 


Congress on Leprology in Tokyo.—The VII Inter- 
national Congress of Leprology, originally sched- 
uled for India, will be held in Tokyo, Japan, Nov. 
12-19. The sponsoring organizations are the Inter- 
national Leprosy Association, the Japanese Leprosy 
Association and the Tofu Kyo-kai ( Japanese Lepro- 
sy Foundation ). Congress headquarters will be the 
Sankei Kaikan Building and accommodations will be 
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provided for delegates at the Dai-ichi Hotel. Con- 
tributors to the program are requested to prepare 
abstracts of not longer than 200 words and to send 
two copies to the Secretary, International Leprosy 
Association, 8 Portman St., London, W. 1, England, 
and one to the Executive Secretary, Japanese Com- 
mittee on the VII International Congress of Lep- 
rology, “ Tofu Kyo-kai, 5 Uchisaiwai-cho, 2-chome, 
Chiyoda-ku, Tokyo, Japan, by Sept. 1. Complete 
papers should be sent to the Tokyo address by 
Sept. 30. 


DEATHS IN OTHER COUNTRIES 


Lord Webb-Johnson.—A surgeon to Queen Mary, 
grandmother of the present Queen, for 17 years, 
Lord Webb-Johnson died in London May 28. The 
former Alfred Edward Webb-Johnson before his 
elevation to the peerage as a baronet in 1945, he 
was created a baron in 1948. He was president of 
the Royal College of Surgeons for eight vears, be- 
ing awarded its honorary medal in 1950, and re- 
ceived an honorary fellowship in the American 
College of Gastroenterology the same year. 


CORRECTION 


Personal.—In the Government Service item entitled 
“Retirement of Medical Officers” in THE JouRNAL, 
July 26 issue, page 1650, Rear Adm. Joseph W. 
Kimbrough was erroneously listed as holding the 
grade of captain and as retiring with more than 32 
years active service. He was retired for permanent 
physical disability. 


EXAMINATIONS 
AND 
LICENSURE 


EDUCATIONAL COUNCIL FOR FOREIGN 
MEDICAL GRADUATES, INC. 


Educational Council for Foreign Medical Graduates, Inc.: 
The American medical qualification examination to be 
given henceforth twice a year for foreign medical grad- 
uates. Medical Schools in the United States and Foreign 
Countries, Sept. 23. Final date for filing application was 
June 23. Dates for the 1959 examinations have been set 
for Feb. 17 and Sept. 22. Executive Director, Dr. Dean F. 
Smiley 1710 Orrington Ave., Evanston, Illinois. 


BOARDS OF MEDICAL EXAMINERS 


ALASKA:*® On application in Anchorage and Juneau. Sec., 
Dr. W. M. Whitehead, 172 South Franklin St., Juneau. 


CALIFORNIA: Written Examination. Sacramento, Oct. 20-23. 
Oral Examination. San Francisco, November 15. Oral and 
Clinical Examination for Foreign Medical School Grad- 
uates. San Francisco, November 16. Sec., Dr. Louis E. 
Jones, 1020 N Street, Sacramento. 


EXAMINATIONS AND LICENSURE 2097 


Cotorapo: Endorsement. Denver, Oct. 14. Written. Denver, 
Dec. 9-10. Exec. Sec., Mrs. Beulah H. Hudgens, 715 
Republic Bldg., Denver 2. 


District or Cotumsia:® Reciprocity. Washington, Septem- 
ber 8. Examination. Washington, Dec. 8-9. Deputy Direc- 
tor, Mr. Paul Foley, 1740 Massachusetts Ave., N. W., 
Washington 6. 

Guam: Subject to Call. Act. Sec., Dr. F. L. Conklin, Agana. 


New Hampsuire: Examination. Concord, Sept. 10-13. Reci- 
procity. Concord, Sept. 10. Sec., Dr. Mary M. Atchison, 
Room 101, 61 South Spring St., Concord. 


Montana: Examination and Reciprocity. Helena, Oct. 7. 
Sec., Dr. Thomas L. Hawkins, 555 Fuller Ave., Helena. 


New Mexico:*® Examination and Reciprocity. Santa Fe, Nov. 
17-18. Sec., Dr. R. C. Derbyshire, 227 East Palace Ave., 
Santa Fe. 


Onto: Examination. Columbus, Dec. 16-18. Endorsement. 
Columbus, August 18; October 6 and Dec. 16-18. Sec., 
Dr. H. M. Platter, Wyandotte Bldg., Columbus 15. 


OreEGON:*® Examination. Portland, Sept. 26-27. Ex. Sec., 
Mr. Howard I. Bobbitt, 609 Failing Bldg., Portland 4. 


Puerto Rico: Examination. San Juan, Sept. 2. Sec., Mr. 
Joaquin Mercado Cruz, Box 9156, Santurce. 


Texas:* Examination and Reciprocity. Fort Worth, Dec. 
4-6. Sec., Dr. M. H. Crabb, 1714 Medical Arts Building, 
Fort Worth 2. 


Wisconsin: Examination. Madison, Sept. 19. Sec., Mr. Wil- 
liam H. Barber, 621 Ransom St., Ripon. 


Wyominc: Examination and Reciprocity. Cheyenne, Oct. 6. 
Sec., Dr. Franklin D. Yoder, State Office Bldg., Cheyenne. 


BOARDS OF EXAMINERS IN THE BASIC SCIENCES 


ALASKA: Examination. Juneau, Nov. 4. Sec., Dr. R. Harrison 
Leer, Room 204, Alaska Office Bldg., Juneau. 


ARKANSAS: Examination. Little Rock, Oct. 6-7. Sec., Dr. 
S. C. Dellinger, Zoology Department, University of Arkan- 
sas, Fayetteville. 


CoLorapo: Examination and Reciprocity. Denver, Sept. 3-4. 
Sec., Dr. Esther B. Starks, 1459 Ogden St., Denver 18. 


District or Cotumsia: Reciprocity. Washington, September 
8. Examination. Washington, Nov. 13-14. Deputy Director, 
Mr. Paul Foley, 1740 Massachusetts Ave., N. W., Wash- 
ington 6. 


Kansas: Examination and Reciprocity. Kansas City, Nov. 24- 
25. Sec., Dr. L. C. Heckert, Pittsburg. 


MicwHican: Exemaination. Ann Arbor and Detroit, Oct. 10- 
11. Sec., Mrs. Anne Baker, 116 Stevens T. Mason Bldg., 
W. Michigan Ave., Lansing 15. 


OKLAHOMA: Examination and Reciprocity. Oklahoma City, 
Sept. 26-27. Sec., Dr. E. F. Lester, 813 Braniff Bldg., 
Oklahoma City. 

OrEGON: Examination. Portland, Sept. 6. Address: Oregon 
Basic Science Examining Committee, State Board of 
Higher Education, Eugene. 

Texas: Examination. Oct. 13-14. Certificates issued by reci- 
procity and waiver on the first and fifteenth of each month. 
Sec., Bro. Raphael Wilson, 407 Perry-Brooks Bldg., Austin. 


Wisconsin: Examination. Madison, Sept. 19 and Milwaukee, 
Dec. 6. Sec., Dr. W. H. Barber, 621 Ransom St., Ripon, 


* Basic Science Certificate required. 


GOVERNMENT SERVICES 


ATOMIC ENERGY COMMISSION 


Atoms-for-Peace.—The Atomic Energy Commission 
has made a grant to the Greek Atomic Energy 
Commission of a nuclear engineering laboratory to 
be used in the peaceful applications of atomic en- 
ergy. The grant of about $127,000 is part of a pro- 
gram under Atoms-for-Peace to provide essential 
equipment for nuclear research and training in 
friendly nations. The main feature of the laboratory 
will be a subcritical assembly, including a stainless 
steel tank, complete lattice assembly, source holder, 
handling tools, base leveling mechanism, and sup- 
porting structures. Fuel for the assembly will con- 
sist of 2,500 kg. of canned natural uranium slugs. 
The fuel transfer to Greece will be arranged under 
the terms of the existing U. $.-Greek Agreement for 
Cooperation. The nuclear engineering laboratory 
will be installed at the new “Democritus” Nuclear 
Center, near Athens, where the first research re- 
actor in Greece presently is being built. In addition 
to the subcritical unit, with fuel, the equipment 
grant includes a 250-mg. radium-beryllium neutron 
and gamma ray source, neutron and gamma ray 
counting units, flux mapping equipment, and auxil- 
iary material. The equipment will be used for 
nuclear research and training. The facilities will be 
made available to local universities and private in- 
dustry. Greek authorities have stated that this lab- 
oratory will fill a serious gap in their atomic energy 
program. 

A gamma irradiation unit equipped with a co- 
balt-60 radiation source to be located at the Botani- 
cal Institute of the University of Pisa, Italy, has 
been delivered. The institute will use the gamma 
source for long term research in the effects of radi- 
ation on crops, including improvement of plant 
breeding processes and discovery of disease-resist- 
ant crops, and establish a research center compris- 
ing the gamma source, ijaboratories, greenhouses, 
and experimental areas. The research center will 
make its facilities available to agricultural research- 
ers, the Italian Ministry of Agriculture, agricultural 
experiment stations, and to scientists of other na- 
tions. The information developed in the proposed 
cooperative program will be made available to the 
United States. 

A grant of $36,000 was made to Uruguay for the 
purchase of nuclear energy equipment. The equip- 
ment, comprising a biochemical laboratory, a medi- 
cal diagnostic laboratory, and a cobalt-60 tele- 
therapy laboratory will be installed at Uruguay's 
University of the Republic in Montevideo. The 
university will make available the necessary funds 
to transport, insure, and maintain the equipment 
and provide supplementary equipment as neces- 
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sary. The United States will receive copies of any 
technical publications resulting from the use of the 
equipment. 


VETERANS ADMINISTRATION 


Personal.—Dr. Benjamin B. Wells, director, profes- 
sional services, VA Hospital, New Orleans, has 
been appointed to head the VA medical education 
services in Washington, D. C., succeeding Dr. 
John C. Nunemaker, who left the VA Aug. 1 to 
become Associate Secretary of the A. M. A. Council 
on Medical Education and Hospitals, in Chicago. 
Dr. Wells, a diplomate of the American Board of 
Pathology and the American Board of Internal 
Medicine, received his M.D. degree from Baylor 
College of Medicine at Dallas and the Ph.D. degree 
in biochemistry and physiology from the University 
of Minnesota. He holds the Legion of Merit award 
and is a lieutenant-colonel in the U.S. Air Force 
Reserve.——Dr. Ivan F. Bennett, chief of psychiatric 
research for Veterans Administration in Washing- 
ton, D. C., has left the VA to work for Eli Lilly & 
Company in Indianapolis, where he will head clin- 
ical research in psychiatry for the company. He 
also will teach at the University of Indiana School 
of Medicine and will be a research consultant for 
the state of Indiana’s Division of Mental Health. 
Dr. Bennett had been with the VA since 1950. 


More Hospital Beds for Florida Veterans.—The 
President has approved the Veterans Administra- 
tion’s request to add 700 more beds through mod- 
ernization and replacement projects at two of the 
Florida VA_ hospitals. On completion of the 
projects now in the planning stage, 250 beds tor 
the care of mentally ill veterans and 100 beds for 
general medical and surgical cases will be added 
at Coral Gables, making a total of 800 beds avail- 
able there. At present, 450 beds are being op- 
erated in the converted Biltmore Hotel which was 
used as a military hospital during World War II. 

At the Bay Pines Hospital near St. Petersburg, 
plans call for a new 650-bed building and an addi- 
tional 216-bed treatment section in the old build- 
ing, which will be modernized. 


PUBLIC HEALTH SERVICE 


Personal.—Dr. G. Robert Coatney, assistant chiet 
of the Laboratory of Tropical Diseases of the Na- 
tional Institutes of Health received an honorary 
Doctor of Science degree from Bowling Green State 
University, Bowling Green, Ohio, on June 8. He 
has been a consultant on malaria with the National 
Research Council, the military service, and the 
World Health Organization. He returned recently 
from Brazil where he was an advisor on the use 
of medicated salt as a routine dietary method of 
administering drugs in the eradication of malaria. 
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DEATHS 


Beers, Daniel Nichols, Pittsfield, Mass.; Yale Uni- 
versity School of Medicine, New Haven, 1930; 
fellow of the American College of Surgeons; spe- 
cialist certified by the American Board of Surgery; 
for many years secretary of the Berkshire District 
Medical Society; associated with Fairview Hospital 
in Great Barrington, Pittsfield General, Hillcrest, 
and St. Luke’s hospitals; died June 26, aged 52, of 
tuberculosis and chronic pancreatitis. 


Benson, Robert Speer, Avon Park, Fla.; Baylor 
University College of Medicine, Dallas, Texas, 
1905; died May 6, aged 79, of renal failure, and 
arteriosclerotic heart disease. 


Bernstorf, Philip Herman, Wichita, Kan.; Lincoln 
(Neb.) Medical College of Cotner University, 1905; 
Northwestern University Medical School, Chicago, 
1908; died June 15, aged 76, of arteriosclerotic 
heart disease. 


Bond, Charles Sumner “) Richmond, Ind.; Bellevue 
Hospital Medical College, New York City, 1883; 
served as county coroner and city health officer; 
member of the Association of American Physicians; 
past-president of the Union District, Wayne 
County, and Indiana State Medical societies; for 
many years assistant surgeon of the Pennsylvania 
Railroad; served on the board of the Reid Me- 
morial Hospital; died June 16, aged 102. 


Bouvier, Charles William, Holyoke, Mass.; Univer- 
sity of Vermont College of Medicine, Burlington, 
1909; member of the Massachusetts Medical So- 
ciety; on the staffs of the Holyoke Hospital and the 
Providence Hospital, where he died June 16, aged 
72, of arteriosclerotic cardiovascular disease and 
diabetes mellitus. 


Brandon, John J., Oakland, Calif.; Indiana Univer- 
sity School of Medicine, Indianapolis, 1950;  in- 
terned at Santa Barbara Cottage Hospital in Santa 
Barbara and San Francisco Hospital; served a 
residency at the French and the Stanford Univer- 
sity hospitals in San Francisco; on the faculty of 
the Stanford University School of Medicine in San 
Francisco; veteran of World War II; on the staffs 
of Peralta, Providence, Merritt, and Highland hos- 
pitals; died in Piedmont June 25, aged 41. 


Buckles, Joseph H., Waverly, Kan.; Ensworth Med- 
ical College, St. Joseph, Mo., 1905; died in Burling- 
ton May 11, aged 82, of congestive heart failure. 


™) Indicates Member of the American Medical Association. 


Buckley, Daniel Joseph, Arlington, Mass.; Tufts 
College Medical School, Boston, 1904; member of 
the Massachusetts Medical Society; died in the 
Symmes Arlington Hospital April 16, aged 78. 


Bull, Harry Gifford, Keeseville, N. Y.; Cornell Uni- 
versity Medical College, New York City, 1911; died 
in the Tompkins County Memorial Hospital, Ithaca, 
June 9, aged 73, of pulmonary embolism. 


Burns, M. Q., Blountstown, Fla.; Southern College 
of Medicine and Surgery, Atlanta, 1913; died in 
Dothan, Ala., June 15, aged 69, of carcinoma of 
the prostate. 


Canada, Joseph Clayton ® Tahlequah, Okla.; Uni- 
versity of Oklahoma School of Medicine, Okla- 
homa City, 1929; served as health officer at Ada 
and Tahlequah; service member of the American 
Medical Association; served as a lieutenant colonel 
in the U.S. Army Reserve; chief of preventive medi- 
cine at Fort Bragg, N. C.; died in the Walter Reed 
Army Hospital, Washington, D.C., June 14, aged 
54, of generalized arteriosclerosis and arterioscler- 
otic heart disease. 


Chalfant, Harry Bailey “ Kennett Square, Pa.; 
Hahnemann Medical College and Hospital of 
Philadelphia, 1908; veteran of World War I; for- 
merly on the staff of the Wills Eye Hospital in 
Philadelphia and the Chester County Hospital at 
West Chester; died in Wilmington, Del., June 20, 
aged 75, of cerebral thrombosis and generalized 
arteriosclerosis. 


Champenois, Ferm, Hattiesburg, Miss.; Medical 
Department of Tulane University of Louisiana, 
New Orleans, 1905; veteran of World War I; as- 
sociated with the Methodist Hospital; died June 
14, aged 74, of a heart attack. 


Clark, George Wentworth, Toledo, Ohio; Univer- 
sity of Michigan Department of Medicine and Sur- 
gery, Ann Arbor, 1900; veteran of World War 1, 
died June 16, aged 84, of duodenal ulcer with 
complications. 


Cornish, Percy Gillette ® Albuquerque, N. M.; 
born in Flagstaff, Ariz., Jan. 10, 1892; Columbia 
University College of Physicians and Surgeons, 
New York City, 1918; served as secretary of the 
New Mexico Board of Medical Examiners; past- 
president of the Bernalillo County Medical Society; 
fellow of the American College of Surgeons, of 
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which he was a member of the board of governors; 
associated with the Bernalillo County-Indian Hos- 
pital, St. Joseph Sanatorium and Hospital, Veterans 
Administration Hospital, and the Presbyterian 
Hospital Center, where he died June 17, aged 66, 
of bleeding esophageal varices. 


Curtis, Adelaide Harriet “ Johnstown, Pa.; Wom- 
an’s Medical College of Pennsylvania, Philadelphia, 
1939; associated with Conemaugh Valley Memorial 
Hospital, where she died June 21, aged 48, of 
cerebral hemorrhage. 


Deming, Herbert Van Vechten, Cumberland, Md.; 
Atlantic Medical College, Baltimore, 1907; mem- 
ber of the Medical and Chirurgical Faculty of 
Maryland; served as secretary of the Allegany 
County Medical Society; deputy medical examiner 
of Allegany County; on the staffs of the Sacred 
Heart Hospital and the Memorial Hospital; died 
in the Broaddus Hospital, Philippi, W. Va., May 9, 
aged 78, of cancer of the pharynx with massive 
hemorrhage. 


Devereux, James Marks, Cherryvale, Kan.; North- 
western University Medical School, Chicago, 1923; 
member of the Industrial Medical Association; 
formerly medical director of the Kansas Ordnance 
Plant at Parsons; veteran of World War II; died in 
Wichita June 13, aged 58, of coronary occlusion. 


Dunn, Romantes Henry, Azusa, Calif.; College of 
Medical Evangelists, Loma Linda and Los Angeles, 
1921; on the staff of the Alta District Hospital in 
Dinuba; died June 13, aged 71, of arteriosclerosis. 


Dunton, Allen Henry, Cincinnati; University of 
Michigan Homeopathic Medical School, Ann Ar- 
bor, 1911; Eclectic Medical College, Cincinnati, 
1915; veteran of World War I; died in the Veterans 
Administration Hospital June 21, aged 70, of myo- 
cardial infarction and arteriosclerosis. 


Ellis, Alexander “) Collingswood, N. J|.; University 
of Pennsylvania School of Medicine, Philadelphia, 
1920; plunged to his death trom his seventh floor 
apartment June 19, aged 62. 


Emery, George Edwin “ Boylston Center, Mass.; 
Harvard Medical School, Boston, 1897; veteran of 
World War I; for many years practiced in Wor- 
cester, where he was physician for the public 
schools, and on the staffs of the Fairlawn, Me- 
morial, and Belmont hospitals, and the Worcester 
City Hospital, where he died June 18, aged 88. 


Epstein, Samuel Gerald % Detroit; Detroit College 
of Medicine and Surgery, 1933; member of the 
American Society of Anesthesiologists; fellow of 
the International College of Surgeons; served dur- 
ing World War II; died June 12, aged 49. 
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Gates, George Francis % Chicago; Bennett Medical 
College, Chicago, 1913; member of the American 
Academy of General Practice; died April 1, aged 
72, of coronary occlusion. 


Gordon, Paul Metz % Bay Village. Ohio; Western 
Reserve University School of Medicine, Cleveland, 
1927; associated with St. John’s, Fairview, and 
Lutheran hospitals in Cleveland, and Lakewood 
(Ohio) Hospital, where he died June 17, aged 55, 
of cancer of the mouth. 


Hall, Fairfax “ Christiansted, Virgin Islands; Co- 
lumbia University College of Physicians and Sur- 
geons, New York City, 1911; member of the Medical 
Society of the State of New York; formerly prac- 
ticed in New Rochelle, N. Y., where he was on the 
staff of the New Rochelle Hospital; specialist cer- 
tified by the American Board of Pediatrics; member 
of the American Academy of Pediatrics; died June 
4, aged 72, of coronary disease. 


Hamborszky, Eugene Julius, Millheim, Pa.; Medico- 
Chirurgical College of Philadelphia, 1912; died in 
Williamsport, Md., May 20, aged 71, of portal 
cirrhosis. 


w 


Hamilton, Grover Cleveland “ Piedmont, Ala.; 
born in Coal City, Ala., Oct. 23, 1888; Medical De- 
partment of Emory University, Atlanta, 1916; vet- 
eran of World War I; for many vears city health 
officer; served on the city school board; surgeon 
for the Seaboard Air Line Railroad; member of the 
American Association of Railroad Surgeons and 
the Southern Medical Association; associated with 
the Piedmont Hospital, where he was a member 
of the board; in 1954 named Piedmont’s “Man of 
the Year,” the first time the Chamber of Commerce 
created this post; died in the Georgia Baptist Hos- 
pital, Atlanta, June 17, aged 69, of a head injury 
as the result of an automobile accident. 


Hand, William Robert ® Philadelphia, Miss.; Mem- 
phis (Tenn.) Hospital Medical College, 1909; died 
June 5, aged 78. 


Hantman, Harold “ Newark, N. ].; University and 
Bellevue Hospital Medical College, New York City, 
1931; fellow of the American College of Surgeons; 
on the staffs of the Presbyterian Hospital, Martland 
Medical Center, and Clara Maass Hospital; died 
June 8, aged 50. 


Harris, Dallie Patterson, Union City, Tenn.; Me- 
harry Medical College, Nashville, 1931; on the 
staff of the Obion County General Hospital, where 
he died May 12, aged 59, of acute myocardial de- 
compensation. 


Hartsuck, David Schively “ Seattle; University of 
Oregon Medical School, Portland, 1943; veteran of 
World War II; on the staff of the Swedish Hos- 
pital; died June 16, aged 42. 
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Harwich, Moses, New York City; Columbia Uni- 
versity College of Physicians and Surgeons, New 
York City, 1905; an associate member of the Amer- 
ican Medical Association; served on the staff of the 
Lebanon Hospital; died May 14, aged 74, of coro- 
nary occlusion. 


Hayes, William Van Valzah, New York City; born 
in 1867; Columbia University College of Physicians 
and Surgeons, New York City, 1893; specialist cer- 
tified by the American Board of Internal Medicine; 
fellow of the American College of Physicians; 
member of the House of Delegates of the Amer- 
ican Medical Association in 1918-1919; served on 
the faculty of the New York Polyclinic Medical 
School and Hospital; associated with St. John’s 
Riverside Hospital in Yonkers, and Polyclinic and 
New York hospitals in New York City; died in 
Greenwich, Conn., June 27, aged 90, of congestive 
heart failure. 


Heald, Clarence Linden ™ Sigourney, lowa; Uni- 
versity of Pennsylvania Department of Medicine, 
Philadelphia, 1893; fellow of the American College 
of Surgeons; died May 25, aged 90. 


Heard, Thomas Marsden Jr., Palatka, Fla.; Univer- 
sity of Buffalo School of Medicine, 1899; veteran of 
World War I; died April 17, aged 86, of ruptured 
abdominal aneurysm. 


Hillman, Rolfe Louis Emory, Va.; Johns Hopkins 
University School of Medicine, Baltimore, 1918; 
member of the American Academy of General 
Practice; physician at Emory and Henry College; 
died in Nashville, Tenn., June 23, aged 67. 


Holeman, Charles Joseph ™ Medical Director, 
Captain, U.S.N., retired, Arlington, Va.; born in 
Philadelphia March 14, 1880; University of Penn- 
svivania Department of Medicine, Philadelphia, 
1907; commissioned in the medical corps of the 
U.S. Navy as a lieutenant (jg) in September, 1907, 
and served for more than 36 years on active duty 
until his retirement in April, 1944; advancing pro- 
gressively through the commissioned ranks of the 
Navy, attained the rank of captain in July, 1929; 
during his naval career, served with the medical 
department of the Navy throughout the United 
States and abroad, and in ships of the fleet; duty 
stations and assignments trom 1935 until his retire- 
ment were at the Bureau of Medicine and Surgery, 
Washington, D.C., where he was assigned to the 
planning division, the U.S. Naval Hospital, Pearl 
Harbor, T.H., as commanding officer, the U.S. 
Naval Hospital, Mare Island, Calif., as command- 
ing officer, and on the staff of the commandant, 
13th Naval District, Seattle, as district medical of- 
ficer; two years after his retirement from the Navy, 
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was employed by the Veterans Administration as 
secretary of special boards and continued in that 
capacity until May, 1950, when he again retired; 
service member of the American Medical Associa- 
tion; died in the U.S. Naval Hospital, Bethesda, 
Md., June 21, aged 78. 


Huffines, Thomas Ruffin ® Asheville, N. C.; born 
in Rocky Mount, Jan. 10, 1894; Indiana University 
School of Medicine, Indianapolis, 1919; specialist 
certified by the American Board of Urology; mem- 
ber of the Southeastern Surgical Congress and the 
American Urological Association; fellow of the 
American College of Surgeons; veteran of World 
War I; associated with the Western North Carolina 
Tuberculosis Sanitarium in Black Mountain, Ash- 
ton Park (N. C.) Hospital, and St. Joseph’s and 
Memorial Mission hospitals; consultant at the Vet- 
erans Administration Hospital in Swannanoa; died 
May 25, aged 64, of congestive heart disease. 


Hulka, Jaroslav H., Long Island City, N. Y.; Uni- 
versita Karlova Fakulta Lekarska, Praha, Czecho- 
slovakia, 1919; member of the Medical Society of 
the State of New York and the American Academy 
of Ophthalmology and Otolaryngology; fellow of 
the American College of Surgeons; certified by the 
National Board of Medical Examiners; specialist 
certified by the American Board of Ophthalmology 
and the American Board of Otolaryngology; on the 
staff of the Manhattan Eye and Ear Hospital in 
New York City and St. John’s Long Island City 
Hospital; died in the Harkness Pavilion, Columbia- 
Presbyterian Medical Center, New York City, June 
18, aged 64. 


Huyck, Stanhope Pier, Sunfield, Mich.; University 
of Michigan Medical School, Ann Arbor, 1927; 
veteran of World War II; served on the staff of St. 
Lawrence Hospital in Lansing; died in Detroit 
May 14, aged 54. 


Iskot, Herman, Long Island City, N. Y.; Friedrich- 
Wilhelms—Universitit Medizinische Fakultat, Ber- 
lin, Prussia, Germany, 1926; died June 24, aged 69, 
of coronary thrombosis. 


Jarvis, James Raymond ™ Van Wert, Ohio; George 
Washington University School of Medicine, Wash- 
ington, D.C., 1931; member of the American So- 
ciety of Anesthesiologists and the American Acad- 
emy of General Practice; served as president of the 
Ohio Academy of General Practice; died in the 
Cleveland Clinic Hospital June 27, aged 52, of 
multiple brain abscess. 


Jones, Cody Harrison, Lynn Grove, Ky.; University 
of Louisville School of Medicine, 1912; died May 
20, aged 74, of coronary occlusion. 
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Kalal, Elmer John ® Sheridan, Ill.; University of 
Illinois College of Medicine, Chicago, 1937; mem- 
ber of the American Academy of General Practice; 
on the staff of the Horatio N. Woodward Memorial 
Hospital in Sandwich; director of the Sheridan 
State Bank; died in Serena May 19, aged 56, of 
cancer. 


Keen, Frank Martin ® Shawnee, Okla.; University 
of Oklahoma School of Medicine, Oklahoma City, 
1932; fellow of the American College of Surgeons; 
past-president of the Pottawatomie County Medical 
Society; on the staff of the Shawnee City Hospital; 
died May 16, aged 54, of coronary disease. 


Keichline, John Maulfair, Middleburg, Pa.; Amer- 
ican Medical Missionary College, Battle Creek, 
Mich., and Chicago, 1902; an associate member of 
the American Medical Association; specialist certi- 
fied by the American Board of Radiology; veteran 
of the Spanish-American War and World War I; 
at one time a medical missionary in Cairo, Egypt; 
served as county coroner and as secretary-treasurer 
of the American Registry of X-Ray Technicians; for 
many years practiced in Huntington, where he was 
radiologist at J. C. Blair Memorial Hospital; died 
in the Lewisburg (Pa.) Hospital June 10, aged 80, 
of arteriosclerosis. 


Keim, Cameron Dolson ® Lansing, Mich.; Univer- 
sity of Michigan Medical School, Ann Arbor, 1927; 
on the staff of the Olin Memorial Health Center of 
Michigan State University; died May 26, aged 61. 


Kennedy, George Russell ® Camden, N. J.; North- 
western University Medical School, Chicago, 1928; 
specialist certified by the American Board of Radi- 
ology; member of the Radiological Society of North 
America and the American College of Radiology; 
veteran of World War II; served on the faculty of 
Jefferson Medical College of Philadelphia; on the 
staff of the West Jersey Hospital; died May 15, 
aged 57, of massive coronary occlusion. 


Kerr, William John Jr. ® San Rafael, Calif.; Har- 
vard Medical School, Boston, 1944; interned at 
Peter Bent Brigham Hospital in Boston; served a 
residency at the University of California Hospital 
and Children’s Hospital in San Francisco; specialist 
certified by the American Board of Pediatrics; on 
the staffs of the Children’s Hospital in San Fran- 
cisco, Ross (Calif.) Hospital, and the San Rafael 
General Hospital; died May 26, aged 39, after 
swallowing an insecticide, self-administered. 


Key, Sothoron ® Washington, D. C.; Columbia Uni- 
versity Medical Department, Washington, 1899; 
veteran of World War I; died May 28, aged 85. 


King, Cecil Valentine, Los Angeles; Northwestern 
University Medical School, Chicago, 1924; formerly 
on the staff of the Gallinger Municipal Hospital in 


J.A.M.A., Aug. 23, 1958 


Washington, D.C.; died in the Good Samaritan 
Hospital June 2, aged 61, of carcinoma of the 
prostate. 


King, Oliver Doyle ® Bremen, Ga.; Emory Univer- 
sity School of Medicine, Atlanta, 1926; died May 8, 
aged 60, of an accidental gunshot wound. 


Kingman, Lucius Collinwood ®@ Providence, R. L: 
born in Providence July 29, 1878; Harvard Medical 
School, Boston, 1904; member of the founders group 
of the American Board of Surgery; member of the 
American Urological Association; fellow of the 
American College of Surgeons; past-president of 
the Rhode Island Medical Society and the New 
England Surgical Association; served overseas with 
the British Army and U.S. Navy during World 
War I; a member of the board of hospital commis- 
sioners of Providence; consultant, Rhode Island, 
Charles V. Chapin, Butler, Veterans Administration, 
and Providence Lying-in hospitals in Providence, 
Memorial Hospital in Pawtucket, and Westerly 
(R. 1.) Hospital; died in the Jane Brown Hospital 
June 19, aged 79. 


Kinley, Thomas Fulton ® Rockford, IIl.; Chicago 
College of Medicine and Surgery, 1908; served on 
the staff of St. Anthony Hospital; died June 6, aged 
86, of terminal pneumonia. 


Kirkland, Thomas Andrew ® Memphis, Tenn.; Mis- 
sissippi Medical College, Meridian, 1908; died June 
11, aged 76, of cerebral vascular accident, and 
arteriosclerosis. 


Koch, Robert Frederick ® Hallis, N. Y.; Long Is- 
land College Hospital, Brooklyn, 1908; on the staff 
of the Wyckoff Heights Hospital, in Brooklyn, 
where he died June 14, aged 72, of acute pulmonary 
edema due to arteriosclerotic heart disease. 


Kolvoord, Theodore ® Battle Creek, Mich.; Col- 
lege of Physicians and Surgeons of Chicago, School 
of Medicine of the University of Illinois, 1912; 
specialist certified by the American Board of Radi- 
ology; veteran of World War I; died in the Com- 
munity Hospital June 7, aged 69, of cerebral 
thrombosis. 


Krueger, Frederick William “ Richmond, Ind.; 
Miami Medical College, Cincinnati, 1903; on the 
staff of the Reid Memorial Hospital, where he died 
June 15, aged 79, of acute myocardial infarction, 
arteriosclerotic heart disease, and hemiplegia. 


Kuhlman, Mosheim W., Johnstown, Pa.; College of 
Physicians and Surgeons, Baltimore, 1912; past- 
president of the medical staff of Conemaugh Valley 
Memorial Hospital; died May 12, aged 73. 


Lankford, Anthony Ernest, Stephenville, Texas; 
Georgia College of Eclectic Medicine and Surgery, 
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Atlanta, 1898; veteran of World War I; served as 
city and county health officer; died June 8, aged 
80, of myocardial infarction. 


Larsen, Myron Wilbur ® Watertown, S. D.; Rush 
Medical College, Chicago, 1926; member of the 
American Academy of General Practice; died in 
Sioux Falls May 7, aged 61. 


Lauderdale, Clay, Austin, Texas; University of 
Tennessee College of Medicine, Memphis, 1907; 
served as director of the Austin State School; died 
June 23, aged 73. 


Lawrence, Frank Heistand, Reading, Pa.; Hahne- 
mann Medical College and Hospital of Philadel- 
phia, 1906; an associate member of the American 
Medical Association; served on the staff of St. 
Joseph’s Hospital; died June 11, aged 74. 


Leavenworth, Loyal Eldredge @ Canton, Ohio; 
Western Reserve University School of Medicine, 
Cleveland, 1914; specialist certified by the American 
Board of Obstetrics and Gynecology; fellow of the 
American College of Surgeons; past-president of 
the Stark County Medical Society; one of the or- 
ganizers and first president of the Canton Art 
Institute; veteran of World War I; on the staffs of 
the Aultman Hospital and the Mercy Hospital, 
where he died May 20, aged 69. 


Leighton, Lewis Lancaster ® Fort Dodge, Iowa; 
State University of lowa College of Medicine, Iowa 
City, 1922; member of the American Academy of 
General Practice; past-president of the Webster 
County Medical Society; veteran of World War I; 
on the staffs of the Lutheran Hospital and St. 
Joseph Mercy Hospital, where he died June 10, 
aged 65, of cancer of the bronchus. 


Lewis, Robert Morton “@) New Haven, Conn.; Uni- 
versity of Pennsylvania Department of Medicine, 
Philadelphia, 1910; specialist certified by the Amer- 
ican Board of Obstetrics and Gynecology; fellow 
of the American College of Surgeons; formerly 
associate clinical professor of obstetrics and gyne- 
cology at Yale University School of Medicine; vet- 
eran of World War I; on the staff of the New 
Haven Hospital; died June 20, aged 72, of acute 
coronary thrombosis. 


Luntz, Joseph, Lake Ronkonkoma, N. Y.; Medi- 
zinische Fakultaét der Universitat, Vienna, Austria, 
1921; member of the Medical Society of the State 
of New York; interned at the Lebanon Hospital in 
New York City; died in the Manhattan Memorial 
Hospital, New York City, April 28, aged 58, of 
intestinal cancer with metastases. 


Lyons, Edward James ® Buffalo; University of 
Buffalo School of Medicine, 1919; veteran of World 
War I; Canisius College in 1934 awarded him its 
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first La Salle Medal, given annually to its out- 
standing alumnus; associated with the Sisters of 
Charity Hospital; died June 12, aged 65. 


Mabon, Thomas McCance ® Pittsburgh; Harvard 
Medical School, Boston, 1917; professor of pre- 
ventive medicine at the University of Pittsburgh 
School of Medicine; specialist certified by the 
American Board of Internal Medicine; member of 
the American Psychosomatic Society; fellow of the 
American College of Physicians; past-president of 
the Allegheny County Medical Society; on the staff 
of the Presbyterian Hospital, where he died June 
12, aged 67, of cancer of the right lung with 
metastasis. 


MacDonald, John Alexander ® Interlaken, N. Y.; 
Rush Medical College, Chicago, 1901; formerly 
professor of medicine at the Indiana University 
School of Medicine, Indianapolis; member of the 
Central Society for Clinical Research, of which he 
was a founder; fellow of the American College of 
Physicians; past-president of the Marion County 
(Ind.) Medical Society; veteran of World War I; 
served on the staffs of the Indianapolis City, Meth- 
odist Episcopal, and Indiana University hospitals, 
all in Indianapolis; died June 17, aged 81, of dis- 
secting aneurysm of the abdominal aorta. 


McCaffrey, Charles Francis Jr., Commander, U. S. 
Navy, retired, Arlington, Va.; born in Somerville, 
Mass., Oct. 19, 1906; Georgetown University School 
of Medicine, Washington, D. C., 1933; an associate 
member of the American Medical Association; ap- 
pointed an assistant surgeon with the rank of lieu- 
tenant (jg) in the U. S. Naval Reserve in February, 
1937, and in August, 1937, transferred to the regu- 
lar Navy; advanced to the rank of commander in 
July, 1945, and was placed on the retired list of the 
Navy on Feb. 1, 1951, by reasons of physical dis- 
ability; designated a flight surgeon on Sept. 29, 
1939, spent most of his 13 years active duty assigned 
to Naval Air Stations ashore and aircraft carriers 
at sea; during World War II served aboard the 
USS Wasp and the USS Yorktown; awarded the 
Presidential Unit citation for service aboard the 
Yorktown; prior to his retirement was serving at 
the Marine Corps Air Station, Cherry Point, N. C.; 
assistant public health director in Arlington; died 
in the Arlington Hospital June 25, aged 51. 


Mead, John William “™ Poughkeepsie, N. Y.; Uni- 
versity of Rochester School of Medicine and Den- 
tistry, Rochester, N. Y., 1935; member of the Indus- 
trial Medical Association; veteran of World War II; 
on the staffs of St. Francis Hospital and the Vassar 
Brothers Hospital, where he died June 6, aged 54. 


Meisner, Adolph, Brooklyn; Eclectic Medical Col- 
lege, Cincinnati, 1928; veteran of World War I; on 
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the staff of the Unity Hospital; died in the Van 
Etten Hospital, New York City, June 27, aged 58. 
of cancer. 


Mendez, Luis, New York City; Universidad Naci- 
onal Facultad de Medicina, Bogota, Columbia, 
1921: member of the Medical Society of the State 
of New York; associated with the New York Poly- 
clinic Hospital, where he died May 1, aged 62, of 
generalized carcinomatosis and adenocarcinoma of 
the colon. 


Nail, William R. ® Waco, Texas; Medical Depart- 
ment of Tulane University of Louisiana, New Or- 
leans, 1890; died June 4, aged 97. 


Nesbitt, Clarence Clark, Palmyra, N. Y.; University 
of Buffalo School of Medicine, 1910; an associate 
member of the American Medical Association; 
member of the Industrial Medical Association; 
served as health officer and president of the village; 
associated with the Sisters of Charity Hospital in 
Buffalo; veteran of World War I; at one time prac- 
ticed in Holley, during which time he served as an 
Orleans County coroner; died June 6, aged 74, of 
cancer of the lung. 


Nicholas, Constantine Z. “ La Jolla, Calif.; Uni- 
versity of Moscow Faculty of Medicine, Russia, 
1916; specialist certified by the American Board of 
Obstetrics and Gynecology; associated with the 
Mercy Hospital in San Diego and the Scripps Me- 
morial Hospital in La Jolla; died June 12, aged 66, 
of a heart attack. 


Nielsen, Alvin Martin “ Northfield, Minn.; Univer- 
sity of Minnesota Medical School, Minneapolis, 
1940; member of the American Academy of Gen- 
eral Practice; veteran of World War II and was 
decorated with the Navy merit award and Purple 
Heart; on the staff of the Northfield City Hospital; 
died June 23, aged 49, of coronary disease. 


Olcott, George Potts Jr., East Orange, N. J.; New 
York Homeopathic Medical College and Flower 
Hospital in New York City, 1909; veteran of World 
War I; served as assistant medical examiner of 
Essex County; at one time pathologist at Orange 
(N. J.) Memorial Hospital; died in Vineland June 
16, aged 75, of cerebral hemorrhage. 


Parker, Sheppie Rufus ® Aliceville, Ala.; University 
of Alabama School of Medicine, Mobile, 1909; died 
June 25, aged 75, of coronary thrombosis. 


Parry, Glendon E. ® Hillsboro, Ohio; University of 
Cincinnati College of Medicine, 1951; member of 
the American Academy of General Practice; in- 
terned at the Christ Hospital in Cincinnati; aged 
35; killed when his sports car skidded June 18. 


Pettet, Joseph David ™ Pittsburgh, Kan.; St. Louis 


College of Physicians and Surgeons, 1900; veteran 


DEATHS 


J.A.M.A., Aug. 23, 1958 


of World I; on the staff of the Mount Carmel Hos- 
pital, where he died May 25, aged 83, of coronary 
thrombosis. 


Platou, Erling Stoud ® Minneapolis; born in Coop- 
erstown, N. D., Aug. 30, 1896; University of Minne- 
sota Medical School, Minneapolis, 1921; clinical 
professor of pediatrics at his alma mater and the 
University of Minnesota Graduate School; specialist 
certified by the American Board of Pediatrics; 
member of the American Academy of Pediatrics; 
past-president of the Minnesota State Board of 
Health and the University of Minnesota Alumni 
Association; for many years president of the Minne- 
sota Medical Foundation; associated with North- 
western Hospital, where he was president of the 
staff, Abbott, and University of Minnesota hos- 
pitals; died in Grand Marais, Minn., June 17, aged 
61, of coronary sclerosis. 


Ransohoff, Joseph Louis ™ Cincinnati; Medical 
College of Ohio, Cincinnati, 1904; professor emer- 
itus of clinical surgery at the University of Cin- 
cinnati College of Medicine; member of the 
Western Surgical Association; fellow of the Amer- 
ican College of Surgeons; veteran of World War I; 
specialist certified by the American Board of Sur- 
gery; on the staff of Cincinnati General Hospital; 
director of surgery, Jewish Hospital, where he died 
June 17, aged 78, of perforated duodenal ulcer. 


Rasmussen, Waldemar Curtis “ Colorado Springs, 
Colo.; born in Provo, Utah, Feb. 5, 1912; Univer- 
sity of Minnesota Medical School, Minneapolis, 
1936; specialist certified by the American Board of 
Psychiatry and Neurology; member of the Amer- 
ican Academy of Neurology and the Central Neuro- 
psychiatric Association; interned at Philadelphia 
General Hospital in Philadelphia; later a resident 
physician in the University of Florida Infirmary, 
Gainesville, Fla.; in 1938 became a fellow in medi- 
cine at the Mayo Foundation in Rochester, Minn., 
and in October, 1941, was appointed a first as- 
sistant in neurology; in July, 1942, appointed to 
the staff of the Mayo Clinic in Rochester, Minn., 
as a consultant in neurology; later became con- 
sultant in neurology at the Colorado Springs Med- 
ical Center; veteran of World War II; died June 
10, aged 46, as the result of an automobile accident. 


Ritter, William Joseph, Philadelphia; Medico- 
Chirurgical College of Philadelphia, 1902; also a 
graduate in pharmacy; served on the faculty of his 
alma mater; died June 19, aged 82, of arterio- 
sclerotic heart disease. 


Roberts, Mortimer E. %) Grand Rapids, Mich.; De- 
troit College of Medicine, 1889; member of the 
staff of the Blodgett Memorial Hospital, where he 
died June 9, aged 89, of biliary tract obstruction 
and renal and cardiac failure. 


* 
. 
— 
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Robinson, William T. “ New York City; Boston 
University School of Medicine, 1920; member of 
the Industrial Medical Association and the Radio- 
logical Society of North America; on the staff of 
the Bellevue Hospital; served on the staff of the 
Harlem Hospital; died in the Doctors Hospital 
June 19, aged 65. 


Russell, Guy Jewell, Siloam, Kan.; University of 
Kansas Schoo] of Medicine, Kansas City, Kan., 1906; 
died in the Trinity Lutheran Hospital, Kansas City, 
Mo., May 31, aged 77, of acute coronary throm- 
bosis. 


Sawyer, Olin, Georgetown, S. C.; Medical College 
of South Carolina, Charleston, 1901; served as 
mayor of Georgetown, chairman of the city board 
of health, and state senator; died in the George- 
town County Memorial Hospital June 6, aged 83, of 
cerebral thrombosis. 


Scheetz, Herbert Nicholas, Allentown, Pa.; Jeffer- 
son Medical College of Philadelphia, 1905; an as- 
sociate member of the American Medical Associa- 
tion; died April 14, aged 75, of arteriosclerotic 
heart disease. 


Schmidt, Frederick Sextus ® Boston; Harvard Med- 
ical School, Boston, 1899; also a graduate in phar- 
macy; died March 26, aged 85, of coronary throm- 
bosis and arteriosclerosis. 


Secor, Charles Edgar ® Elko, Nevada; Wisconsin 
College of Physicians and Surgeons, Milwaukee, 
1905; past-president of the Nevada State Medical 
Association; served in France during World War I; 
on the staff of the Elko General Hospital, where he 
died June 2, aged 76, of cerebral hemorrhage. 


Stanley-Brown, Margaret Washington, Conn.; 
Columbia University College of Physicians and Sur- 
geons, New York City, 1923; specialist certified by 
the American Board of Surgery; fellow of the Amer- 
ican College of Surgeons; formerly practiced in 
New York City, where she was on the faculty of 
the New York Medical College, Flower and Fifth 
Avenue Hospitals, and on the courtesy staffs of the 
Doctors and City hospitals; surgeon on the attend- 
ing staff of the New Milford (Conn.) Hospital, 
where she died June 12, aged 62, of cancer of the 
sigmoid. 


Strickland, Williard Milo, Wendell, N. C.; Medical 
College of Virginia, Richmond, 1919; died in the 
Mary Elizabeth Hospital in Raleigh June 3, aged 
65, of uremia and chronic pyelonephritis. 


Suggett, Orril Le Grand, Lexington, Ky.; Barnes 
Medical College, St. Louis, 1893; served on the 
faculty of his alma mater; veteran of World War I; 
died June 3, aged 85, of arteriosclerotic heart dis- 
ease. 
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Tamisiea, John Alexander Omaha; born in Mis- 
souri Valley, lowa, May 13, 1893; John A. Creighton 
Medical College, Omaha, 1916; specialist certified 
by the American Board of Preventive Medicine; 
member of the Aero Medical Association, of which 
he was past-president; past-president and a charter 
member of the Civil Aeronautical Medical Associa- 
tion; first vice-president of the Air Line Medical 
Examiners Association; for many years a flight sur- 
geon and medical examiner for the U.S. Depart- 
ment of Commerce and for United Air Lines; vet- 
eran of World Wars I and II and the Korean War; 
member of the staff and board of directors of the 
Doctors Hospital; on the staffs of the Children’s 
Memorial, St. Catherine’s, and St. Joseph's hos- 
pitals; died June 5, aged 65, of congestive heart 
disease. 


Tomec, Otto Carl Frederick ® Trenton, N. J.; 
Hahnemann Medical College and Hospital of Phila- 
delphia, 1933; interned at the New York Home- 
opathic Medical College and Flower Hospital, New 
York City, where he served a residency; veteran of 
World War II; associated with the McKinley Me- 
morial Hospital; died in Yardley, Pa., June 14, 
aged 49, of carcinomatosis. 


Trentzsch, Philip John, Borrego Springs, Calif.; 
Vanderbilt University School of Medicine, Nash- 
ville, Tenn., 1917; specialist certified by the Amer- 
ican Board of Psychiatry and Neurology; member 
of the American Psychiatric Association and the 
Medical Society of the State of New York; served 
on the staff of St. Elizabeth’s Hospital in Washing- 
ton, D. C.; for many years practiced in New York 
City; died in the Pioneers Memorial Hospital, 
Brawley, June 11, aged 69, of coronary thrombosis. 


Tuttle, Floyd Wilkins “%) Clinton, lowa; University 
of Missouri School of Medicine, Columbia, 1909; 
member of the Missouri State Medical Association; 
died in Mount Pleasant March 11, aged 81, of 
pneumonia. 


Van Benschoten, George W. ™ Kingston, R. L,; 
Northwestern University Medical School, Chicago, 
1896; fellow of the American College of Surgeons; 
past-president of the Providence Medical Society; 
veteran of World War I; served on the staffs of the 
Rhode Island Hospital, St. Joseph’s Hospital, 
Miriam Hospital, and Roger Williams Hospital in 
Providence, where he practiced for many years, 
and South County Hospital in Wakefield; died June 
1, aged 81. 


Vinson, John Clifford ® Fort Myers, Fla.; Atlanta 
(Ga.) School of Medicine, 1906; past-president of 
the Florida Medical Association; died June 10, 
aged 74. 
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FOREIGN LETTERS 


AUSTRIA 


Obstetric Hemorrhages.—At the meeting of the 
Society of Physicians in Vienna on June 20, Dr. P. 
Elsner said that genital bleeding during pregnancy 
and parturition presents a serious problem. Most 
of these hemorrhages are due to mechanical fac- 
tors. Certain severe uncontrollable hemorrhages, 
although infrequent, are, however, due to true 
disturbances of blood coagulation based on a de- 
ficiency of fibrinogen, and they are designated 
obstetric hemorrhagic diathesis. They occur chiefly 
in association with other obstetrical complications, 
such as ablatio placentae, missed labor, amniotic 
fluid embolism, and toxicosis. Defibrination may 
result from intravascular activation of the coagula- 
tion system or the activation of the fibrinolytic 
system. The diagnosis of obstetric hemorrhage is 
made by means of Scott's test, by determining 
fibrinogen by the rapid method of Schulz, and by 
Hartert’s test for clot elasticity. Treatment consists 
of complete emptying of the uterus, administration 
of fibrinogen, restoration of blood volume, and con- 
trol of shock. 


Anemia During Pregnancy.—At the same meeting 
Dr. Braitenberg said that iron deficiency was the 
cause of more than 90% of the cases of anemia 
in pregnant women. This anemia is of the hypo- 
chromic type with a low color index, and it is 
diagnosed by means of the determination of the 
iron content of the serum and by the total iron- 
combining power. Since iron is absorbed in only 
small quantities, iron metabolism can be seriously 
impaired by menstrual bleeding. A large physio- 
logical iron loss is caused by pregnancy and par- 
turition. The entire iron reserve (2 Gm.) can be 
depleted after two pregnancies. Of 57 pregnant 
women, 38 showed a high degree of iron deficiency. 
The determination of the iron content and of the 
total protein-combining power leads to the detec- 
tion of those forms of iron deficiency in which the 
blood findings are still normal. After an injection 
of 1 Gm. of iron intravenously the findings returned 
to normal, the general condition of the patients 
improved, and they recovered far more rapidly after 
parturition. Far less frequent are the aplastic 
anemias of the pernicious type which result from 
deficient absorption or an increased breakdown of 
vitamin B,. and which subside after the adminis- 
tration of vitamin By». 


The items in these letters are contributed by regular correspondents 
in the various foreign countries. 


Treatment of Toxicosis.—At the same meeting Dr. 
F. Brandstetter stated that the earlier heroic thera- 
peutic measures in patients with psia have 
been abandoned in favor of conservative treatment. 
The lytic cocktail was given as an emergency 
measure to patients with frank eclampsia. This re- 
duced the case fatality rate from about 18% to 
about 1% but did not reduce the infant death rate. 
From the preventive standpoint strict supervision 
of the pregnant woman is important, as it may help 
to detect the disease in its incipiency and reduce 
the infant mortality to a minimum. 


Functional Genital Hemorrhages.—At the same 
meeting Dr. E. Gitsch recommended the two-hor- 
mone treatment (10 mg. of estradiol monobenzoate 
and 250 mg. of a long-acting progesterone) in addi- 
tion to chorionic gonadotropin to contro] bleeding 
in young women and in patients with juvenile 
metrorrhagia, whereas in the menopause androgens 
should be used after carcinoma is ruled out. Expe- 
rience with 19-nor-testosterone showed promising 
results in patients with functional bleeding, but the 
experience was not extensive enough to permit a 
definite conclusion. The two-hormone treatment 
should be restricted largely to younger women and 
it should not be given to patients who have reached 
the menopause inasmuch as the treatment with 
estrogens and corpus luteum hormone provides the 
patients with those hormones which should dis- 
appear during the menopause. The result is stimu- 
lation of the endometrium and repeated bleeding. 
The more often this two-hormone treatment is re- 
peated the longer are the intervals between the 
biopsy examinations of the endometrium likely to 
be. One is confronted with the problem of whether 
to repeat the curettage or to overlook an incipient 
carcinoma. The speaker preferred steroids during 
the menopause which cause no proliferation of the 
endometrium or other adverse effects on the gonads. 


Chromosomal Sex Differentiation.—_At the same 
meeting Dr. E. Schueller said that chromosomal sex 
differentiation was an essential routine examination 
in gynecology, particularly in determining the 
genesis of a primary amenorrhea, as well as in 
pediatrics and urology in patients who showed cer- 
tain symptoms. It is, therefore, practical to select 
from the existing modifications that method of 
determination in which the optimal demonstration 
of the chromosomal sex characteristics is technically 
easy to perform. Sex cannot be determined re- 
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liably by means of the sex chromatin nuclear 
attachment of the polynuclear leukocytes in the 
blood smear. Not only is the examination of 500 
leukocytes difficult but also the morphologic dif- 
ferentiation is not characteristic enough. Examina- 
tion of exfoliated cells from the buccal mucosa is 
preferred. The so-called sex chromatin body of the 
cells of genetically female persons is demonstrable 
not only by means of the Fuelgen reaction but also 
after hydrochloric acid hydrolysis at room tempera- 
ture and after staining of the nuclear chromatin 
with buffered thionine solution. The sex chromatin 
can also be demonstrated clearly in histological 
sections in the manner described, but in patients 
with malignant tumors the demonstration of sex 
chromatins is difficult even if one’s technique is 
perfect, because of the clubbing of the nuclear 
chromatins of the tumor cells, which often show 
polyploid chromosomal substance. The staining 
method with cresyl violet, which is frequently used, 
does not demonstrate the sex chromatin clearly 
enough. 


BRAZIL 


The Skeleton in Malignant Hemopathies.—The 
radiologic study of the skeleton is important in the 
malignant hemopathies, not only due to the high 
frequency of the bone lesions but also because of 
the diagnostic help it can give in some patients, 
according to Dr. Rafael Barros and co-workers of 
the Hospital das Clinicas in Sao Paulo. They studied 
100 patients with malignant hemopathies (24 with 
acute and 22 with chronic granulocytic leukemia, 
19 with malignant lymphogranulomatosis, 19 with 
reticulosarcoma and lymphosarcoma, 5 with multi- 
ple plasmocytic myeloma, 5 with carcinomatosis, 
and 3 with acute and 3 with chronic lymphocytic 
leukemia). No relationship was seen between the 
severity of the bone lesions and the duration of 
the disease. The most frequent types of lesion, not 
pathognomonic of any of the hemopathies studied, 
in order of importance, were longitudinal lines of 
diaphysial rarefaction; condensing osteitis of the 
lower extremity; osteolytic foci in the skull, hands, 
and limbs; transverse bands of metaphysial rare- 
faction; periosteal reaction; areas of condensation 
alternating with zones of rarefaction in the skull; 
condensing osteitis of the margins of the orbit; 
development of “Mephistophelean features”; and 
increased pneumatization of the accessory cavities 
of the nose. 


Ascariasis of Biliary Ducts.—Dr. Roldao Consoni 
(Revista da Associagdo medica brasileira, vol. 4, 
[March] 1958) reported a series of four patients 
with ascariasis of the biliary ducts, all of whom were 
operated on. In two patients there was an ascaris 
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in the common bile duct, and each of the other two 
had three in the common bile duct and three in the 
intrahepatic bile ducts. Dr. Consoni calls attention 
to an easy means of removing ascaris from the deep 
bile ducts—the use of a malleable suction cannula. 
Anthelminthics must be given postoperatively 
across the T tube in the common duct as soon as 
the patient’s condition permits. The tube should 
be removed only when the test for ascaris ova in 
the bile becomes negative. 


Dermopathies from Intestinal Parasites.—Dr. Or- 
lando Henrique Franga ( Pediatria pratica, vol. 39, 
1958) calls attention to the fact that there are two 
theories to explain the genesis of the skin dis- 
turbances associated with intestinal parasitism. One 
is based on allergy and the other on the effect of 
the toxic products of the parasites. Amebiasis 
causes a general intoxication as shown by itching 
skin lesions. Three hypotheses have been advanced 
to explain the pathogenesis of amebic disturbances 
outside of the intestines: (1) metastasis or invasion 
of the blood by the parasite, causing a general in- 
toxication (allergic toxemia); (2) blood parasitism, 
or the ability of the parasite to establish a secondary 
habitat in the blood, whence it migrates to any 
region of the body and causes various lesions; and 
(3) sensitization of the tissues with the participa- 
tion of bacteria from the intestines and other prod- 
ucts of enteric origin. The hypochromic spots seen 
on the skin are the result of an intoxication caused 
by Ascaris lumbricoides. This belief was based on 
therapeutic evidence and on stool examinations be- 
fore and after treatment. Dr. Franca explains the 
mechanism of origin of urticaria-like disturbances 
thus: histamine by its action on skin capillaries 
induces a local congestion which increases parietal 
permeability, allowing an exudation of plasma. 
Giant urticaria occurs when the increased imper- 
meability of the walls is sufficient to cause volumi- 
ous exudation, and when this increase occurs in 
such lean subcutaneous tissue as the eyelids and 
the ear, a pressure on the inner structure of the 
skin results. If attention is paid only to histamine 
liberation, one cannot be sure whether the skin 
disturbance is allergic or toxic, because the hista- 
minic phenomenon is present in both cases. To 
make the distinction between these two types of 
disturbances more difficult, people with both dis- 
turbances benefit from antihistaminic therapy. 
There is apparently no relationship between the 
type and intensity of the disturbance on the one 
hand and the nature of the parasite and intensity 
of infestation on the other. When the stool exam- 
ination of a patient with cutaneous manifestations 
is positive, one can suspect but not affirm that such 
a disturbance is a reaction to the parasitism. Final 
proof depends on cure of the skin condition by 
eliminating the parasites. 
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FRANCE 


Poliomyelitis.—At a mecting of the Medical Academy 
of Paris in June, Professor Lepine reported that be- 
cause the antibodies produced in the body by means 
of the poliomyelitis vaccine develop slowly, the in- 
jections should be spaced out. The best results ap- 
pear from six weeks to two months after the third 
injection; 74% of vaccinated persons develop im- 
munity; 10% show antibodies against poliomyelitis 
without vaccination. Natural immunity increases 
with age. Of the three types of virus, type 1 is the 
most dangerous. It causes the large epidemics, and 
is responsible for the most severe cases; 90% of the 
cases in France are caused by this type. The mor- 
bidity rate for this disease in France in the critical 
ages is 27.3 per 100,000 inhabitants. The geographic 
distribution is irregular. Mountainous regions and 
thinly populated areas are less severely hit than 
overpopulated areas. Children should be vaccinated 
at an early age because the incidence of polio- 
myelitis has doubled in France in the last 15 years. 


A New Anticonvulsant.—After investigations which 
showed that in vitamin B, the thiazole grouping 
was capable of preventing ill-effects provoked by its 
pyramidic group, a general anticonvulsant action 
was attached to the thiazole fraction. This property 
is augmented by esterizing the secondary alcohol 
function of the molecule and stabilizing the product 
with ethanedisulfonic acid. This product, Hemineu- 
rine, was tested in therapeutic trials, by P. Rover 
(Rev. méd. Nancy 83:367, 1958). The principal indi- 
cation for Hemineurine by mouth is represented on 
the one hand by all the state of manic excitement 
and anxiety and on the other hand by insomnia, but 
Hemineurine is most effective when given intra- 
venously. In patients with delirium tremens the 
results were striking. One or two perfusions of 100 ce. 
were generally sufficient to bring about disappear- 
ance of oneirism in the course of therapeutic sleep, 
the diminution of tremor, and a return of the tem- 
perature to normal. Similarly, alcoholic drunkenness 
responds to this product in even the smallest doses. 
Epilepsy also constitutes an excellent indication for 
Hemineurine. 


Sodium Liothyronine.—In a series of more than 100 
patients, Linquette and co-workers (Lille méd. 
3:243, 1958) found that the indications for therapy 
with sodium liothyronine and the results obtained 
with it were not perceptibly different from those of 
organotherapy and thyroxin. Generally, the results 
of treatment appeared much more quickly than with 
thyroxin, but for all that the benefit was not always 
apparent. Although sodium liothyronine has not 
caused any revolution in thyroid hormone therapy, 
it places at the physician’s disposal a new, active 
drug with a flexible dosage. 
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SWITZERLAND 


Galactosemia.—At the symposium on carbohydrate 
metabolism in Basel in June, Holzel of Manchester 
stated that the fact that the uridyltransferase is lack- 
ing and the galactose metabolism is disturbed in pa- 
tients with galactosemia does not explain the vary- 
ing severity of the clinical manifestations of this dis- 
ease. Efforts have been made to explain this by say- 
ing that the uridyltransferase was only partially 
lacking, or that there are other metabolic pathways 
for galactose. To this can be added the functional 
maturity of organic systems that are usually directly 
or indirectly injured by the accumulation of the 
metabolite which is the phosphoric-l-glactose ester. 
The speaker cited the case of a child who, after a 
transient improvement, died of hepatic insufficiency 
as a consequence of total obstruction of the ductus 
choledochus by a bilirubin calculus. 

Electroencephalographic studies in six children 
with galactosemia, as well as in their healthy sibs, 
produced normal tracings except in one boy who 
was not treated during the first 3'2 vears of his life. 
This patient had relatively frequent paroxysms that 
were indicated sometimes by focal phase inversions 
in the temporoparietal regions. The electroenceph- 
alographic tracings suggested multiple cortical 
epileptogenic foci. Regular observations of the 
mental development of these children showed that 
their 1Q ranged from 85 to 100. The untreated 10- 
vear-old-boy had an IQ of 60. Two of the children 
had seborrheic dermatitis, severe in one and sub- 
clinical in the other. One of the patients showed that 
in this disease all the tissues are involved. In addi- 
tion to a mild form of this disease he also had hypo- 
thyroidism manifested only when he drank milk. 
At such times he had to be given thyroid extract. As 
long as a child with galactosemia is still growing, it 
is essential for him to follow a diet without galac- 
tose. 


Hypoglycemia Precipitated by Amino Acids.—At 
the same meeting Payne and Woolf of London 
stated that in an earlier study the occurrence of hy- 
poglycemia precipitated by the ingestion of proteins 
in young children was described. The authors 
studied the effects of a test dose of casein on the 
blood sugar. The result was an immediate fall in the 
blood sugar level. Further study of this phenomenon 
revealed that this fall was associated with an in- 
crease in the blood level of amino acids. Another 
protein, gelatin, was then used because its compo- 
sition is notably different from that of casein. The 
ingestion of gelatin induced only a minimal fall in 
blood sugar levels but an increase in the amino-acid 
blood levels, similar to that seen after the adminis- 
tration of casein. The next studies were directed to- 
ward determining whether the induction of hypo- 
glycemia was due to one or another amino acid con- 
tained in the proteins. Gelatin, by comparison with 
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casein, contains practically no tyrosine, so this ami- 
no acid was tried, but no hypoglycemia occurred. 
Then leucine was tried, because casein contains 
10% of leucine, whereas gelatin contains only 3.5%. 
The dose administered was equivalent to the quan- 
tity of leucine contained in the dose of casein given 
in the first trials. The fall in blood sugar was the 
same as that induced by casein. 

Tests were then made to determine whether leu- 
cine itself or one of its metabolites had this hyper- 
glycemia-inducing effect. The first product of degra- 
dation of leucine is a ketonic acid, which is not 
easily procured. The next product, on the other 
hand, isovaleric acid, is easily found. Consequently 
it was tested and it proved to be just as active as 
leucine. As for the final degradation products of leu- 
cine, they are now being synthesized because thev 
are not available commercially. Attempts have been 
made to find out how leucine acts by studying, be- 
fore and after the administration of this amino acid, 
on the one hand, the insulin-like properties of the 
blood, and, on the other hand, the difference be- 
tween arterial and venous glycemias. For technical 
reasons, the results were not as convincing as the 
speakers might have wished. After the administra- 
tion of leucine, the insulin activity of the serum was 
increased, as well as the arteriovenous gradient, 
which suggests that leucine increases the insulin ac- 
tivity in the serum. This may be due either to stimu- 
lation of insulin production or to inactivation of the 
insulin inhibitor contained in the serum. 


Mechanism of Action of Glucagon.—At the same 
meeting E. Rossi and co-workers of Bern stated that 
they made a glucagon loading test using the intra- 
venous route on 22 normal children ranging in age 
from 4 months to 13 vears. The dose was 0.7 cc. per 
square meter of body surface (lcc.=1 mg.). After 
10 minutes an increase in blood sugar values could 
already be seen; after 20 minutes the average in- 
crease in blood sugar was 52 mg. per 100 ml. above 
its initial value; after 30 minutes it was 59 mg. per 
100 ml.; after 60 min. it was 28 mg. per 100 ml; and 
the glycemic curve generally returned to its initial 
level between the 60th and the 90th minutes. Pyru- 
vic acid in the blood did not produce significant 
variations. The serum phosphate level declined 
sharply after 30 minutes. This test served as a subsi- 
tute for the epinephrine loading test, the results of 
which were not sufficiently exact because of the 
tachycardia, hypertension, and excitement induced 
by epinephrine which, moreover, was not satisfac- 
torily absorbed because it was given subcutaneously. 

In a second study an attempt was made to show 
how glucagon acts on the peripheral utilization of 
glucose. Blood was taken every 10 minutes for one 
hour from the cubital vein and also before and after 
venepuncture from the capillaries at the tip of the 
finger (capillary glycemia is comparable to arterial 
glycemia ). Thus, it was possible to calculate the dif- 
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ference between arterial and venous glycemia. The 
peripheral utilization of glucose was better after 
glucagon and glucose, and especially after gluca- 
gon, glucose, and insulin than after glucose alone. 
These results confirmed the hypothesis that a syn- 
ergy exists between glucose and insulin in the 
peripheral circulation. 


Problems of Glucagon.—At the same meeting P. P. 
Foa and co-workers of Italy reported that glucagon 
is believed by some to be the hormone produced by 
the alpha cells of the pancreas and emitted in re- 
sponse to hypoglycemia, which it counteracts by 
producing hepatic glycogenolysis. This hormone 
would, then, be an integral part in blood sugar regu- 
lation and would have an action opposed to that of 
insulin. Others think that, on the contrary, glucagon 
puts glucose at the disposal of the tissues and thus 
has an effect synergistic with that of insulin. Glu- 
cagon is a polypeptide with a minimum molecular 
weight of 3,485. It contains 29 amino acids disposed 
in such a way as to exclude the possibility of its be- 
ing an insulin product. The intensity and duration 
of its action are measured in animals rendered dia- 
betic by alloxan, hypophysectomized, and adren- 
alectomized. Methods which have greater sensitivity 
are those using as an index the glycogenolysis or 
the reactivation of phosphorylase in liver sections 
or in homogenates. 

It is almost certain that the alpha cells secrete 
glucagon, because it can be extracted from parts of 
the pancreas which contain alpha cells but not from 
the uncinatus process which does not contain alpha 
cells. Severe anoxia produces hyperglycemia and de- 
granulation of the alpha cells in fish. Insulin treat- 
ment produces an increase in the glucagon content 
of the pancreas and the appearance of a hypergly- 
cemia-producing and glycogenolytic factor in the 
blood of the pancreaticoduodenal vein. It seems that 
the hormone of the anterior hypophysis stimulates 
the secretion of glucagon by the pancreas. Adminis- 
tration of the growth hormone intravenously pro- 
duces an immediate hyperglycemia in the normal or 
diabetic dog and in man. At the same time the 
speakers could stimulate in the blood of the pan- 
creaticoduodenal vein the production of a hyper- 
glycemia-producing and glycogenolytic — factor, 
which, however, could not be identified as glucagon. 
It may be that it is a sympathicomomimetic sub- 
stance, produced by the argentophil cells of the 
gastrointestinal mucosa, such as 5-hydroxytrypta- 
mine. 

After the intravenous administration of tagged 
glucagon, the speakers followed its distribution in 
various organs and concluded that the liver and the 
kidneys were important organs in its degredation. 
In the plasma of the hepatic cells they found a fer- 
ment which inactivated glucagon, but this enzyme 
had only a limited specificity. It seems that glucagon 
is rapidly broken down, which renders it improbable 
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that certain hyperglycemia-inducing and glycogeno- 
lytic substances found in the urine are derived from 
it. 
The intensity and duration of the hyperglycemia 
due to glucagon varied with the experimental con- 
ditions. Simultaneously with this hyperglycemia, the 
glycogen content of the liver diminished greatly. 
After 24 hours the reconstitution of the glycogen 
content of the liver had taken place. This was attri- 
buted to the insulin reaction which was _ precipi- 
tated. This glycogenolytic action was associated 
with the formation of a ribonucleotide, which in the 
presence of adenosine triphosphate and of magne- 
sium stimulates the production of phosphorylase 
beginning with dephosphosphorylase. Because this 
effect is demonstrable not only in the sections but 
also in liver homogenates, it does not seem that the 
action of the hormone depends on an intact cell. 
The effect of the hormone on muscular glycogen is 
less certain. It seems that glucagon exerts only a 
moderate influence, if any, on the extrahepatic utili- 
zation of glucose. The continuous administration of 
glucagon produced hyperglycemia and glycosuria in 
dogs and in rats which lasted as long as the glu- 
cagon was being given. This diabetogenic action 
was reinforced by cortisone. 

The fact that patients with diabetes have more 
alpha cells than have healthy subjects suggests the 
possibility that glucagon plays an etiological part in 
the pathogenesis of diabetes. Because of its capacity 
for producing temporary diabetes in animals and its 
influence on the nitrogen balance and on the meta- 
bolism of ketone bodies, the hypothesis that it has 
an etiological role in diabetes has been strength- 
ened. Glucagon has been used to combat shock due 
to exogenous insulin, but it is not effective in hypo- 
glycemia due to hyperinsulinism. Under given 
circumstances, it may be used as a liver-function 
test. The speakers believed glucagon to be an effec- 
tive and quick-acting hormone which stimulates 
glycogenolysis according to the state of the avail- 
able reserves of glycogen and which thus increases 
the blood sugar level. It is secreted as a response to 
hypoglycemia by the alpha cells of the islands of 
Langerhans, and in turn stimulates insulin produc- 
tion by the hyperglycemia which it provokes. The 
somatotrophic hormone may stimulate glucagon 
production, but this is not likely. Glucagon is se- 
creted in the portal system and reaches the liver di- 
rectly, which is not the case with epinephrine. Thus, 
glucagon is by its mode of action, by the site of its 
production, and by the complete absence of second- 
ary effects absolutely designated to correct fluctua- 
tions in blood sugar, and it should be considered as 
forming an integral part of the mechanism of blood 
sugar regulation. 


Acetonemia in Children.—At the same meeting 
H. G. Krainick of Freiburg-im-Breisgau, Germany, 
stated that early childhood is characterized by a 
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marked predisposition to ketosis, which is mani- 
fested clinically by vomiting. One may determine 
which age group is predisposed to ketosis by sub- 
jecting children of different age groups to a fast of 
short duration and by observing the urinary elimi- 
nation of ketone bodies. There is even in the nurs- 
ling a certain predisposition to ketosis, but it cannot 
manifest itself by a severe ketonuria because of a 
greatly reduced renal clearance for ketone bodies. 
One may also demonstrate the predisposition of 
young children to ketosis by giving them epi- 
nephrine, which regularly produces an increase in ke- 
tone bodies in the blood. The hyperacetonemia due 
to epinephrine is particularly marked in patients 
with latent ketosis, which may be brought to light 
in this way. The speaker concluded that ketosis pre- 
cipitated by epinephrine is due partly, if not com- 
pletely, to a diminution of ketone body utilization in 
the peripheral tissues, which is caused by the epi- 
nephrine. In a series of children with typical ace- 
tonemic vomiting (which it would be more appro- 
priate to designate as ketonemic crises ), he studied 
the level of the ketone bodies and of the sugar in the 
blood during treatment. He observed a tendency of 
ketosis to contiue for a long time (in some cases up 
to five days) after cessation of vomiting, in spite of a 
continuous supply of glucose, liquids, and electro- 
lytes—a finding contrary to that observed in other 
conditions of hyperketonemia. Hypoglycemia was 
not pronounced, the average blood sugar level be- 
ing 67 mg. per 100 ml. In comparison with the ke- 
tonemic crises, ketosis which is associated with 
hypoglycemia, properly speaking, never reaches a 
high degree. 

Hypoglycemia does not appear to play a causal 
role in the pathogenesis of ketonemic crises. The 
chief cause really resides in an overproduction of 
ketone bodies (hyperketogenesis). This in turn 
would be primarily the result of an over-rapid mo- 
bilization of fat. Vomiting and hyperketonemia in 
the course of the ketonemic crises do not depend 
on one another but must be considered as parallel 
manifestations of the same irritation of the central 
nervous system. The possibility that hyperketonemia 
may be of central origin is suggested by the fact 
that different hormones of the anterior lobe of the 
hypophysis have a ketogenic activity. It was possi- 
ble to demonstrate in 26 healthy children the keto- 
nemic-inducing effect of ACTH. The principle that 
mobilizes fats and favors ketosis resides in the an- 
terior hypophysis. The frequent modifications of the 
electroencephalogram encountered in such children 
also speak in favor of the central origin of the keto- 
nemic crises. 


Civil Defense.—The International Organization for 
Civil Detense met in May in Geneva. This nongov- 
ernmental organization is composed of the various 
national civil defense associations. The conference 
brought together the delegates of 27 countries, in- 
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cluding the United States and Russia. The risk that 
our civilization would run while attempting to de- 
fend its existence with atomic weapons constituted 
the essential preoccupation of the meeting. The 
main subjects for discussion were the protection 
of the population in the course of an atomic bom- 
bardment and the establishment of an international 
center for registration and warning against radio- 
activity. The protection of civil defense personnel 
in time of war and a project for the establishment 
of insurance against the damage that might be 
caused in time of war to historical and cultural 
monuments were also considered. The United Arab 
Republic’s delegate ventured to state that discus- 
sion of protecting cultural possessions is useless if 
one does not at the same time outlaw atomic war- 
fare. The role of the International Organization of 
Civil Defense is not that of a judge but that of an 
informant. A conference like this can only point 
out dangers and indicate the possible means of 
protection. 

Prof. Jentzer of Geneva speaking of warning 
against radioactivity stated that not only atomic 
bombs but also atomic industrial wastes cause a 
dispersion of radioactive debris. These products 
contaminate air, earth, and water and thus the 
plants and the animals that serve as food to man. 
Certain countries are already regularly measuring 
the amount of radioactivity in the air, water, and 
soil. A central information agency is needed which, 
on the basis of data collected in different countries, 
would be able to give timely warning to the civil 
defense services of threatened or contaminated re- 
gions. These services could, in turn take appro- 
priate measures to protect the population by direct- 
ing evacuation and prohibiting consumption of 
contaminated food. Such a center should be estab- 
lished by an international agreement between the 
governments of as many countries as possible. It 
should not be limited to one bloc, because only 
by the world-wide extension of this agency could 
it be truly effective and able to protect multitudes 
of human lives from destruction by radiation. The 
basis for the activity of the center would be the 
setting up of a world map of radioactivity. Thanks 
to a network established between the national 
registration centers, a network similar to that of 
the meteorological stations, the center would re- 
ceive information on the procedures put into effect 
in various countries. This proposal met with unani- 
mous approval by the delegates, and a recom- 
mendation was sent to the World Health Organiza- 
tion asking their collaboration in establishment of 
such a center. 

General Dr. Sillevaerts, president of the Belgian 
Superior Council of Civil Defense, said that in all 
atomic explosions the effects of blast, heat, and 
radiation must be considered. The only means of 
protection against bombardment of any kind are 
distance and shelter. Ordinary cellars, or even a 
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deep narrow dry ditch, may give complete protec- 
tion from the blast and the heat of an explosion 
and relative protection from its initial radiation. 
In fact these simple devices are sufficient at dis- 
tances of a few hundred yards from ground center, 
for a bomb of the type exploded at Hiroshima, and 
about 1.4 miles for a hydrogen bomb. Earth and 
concrete give excellent protection, but the maxi- 
mum total dose of whole body radiation which it 
is now believed that a person can endure without 
somatic damage does not exceed 25 r, and this 
figure is largely exceeded in shelters near the point 
of impact. The organization of civil defense in a 
threatened population agglomeration should in- 
clude not only the installation of shelters in prem- 
ises but also plans for evaluation and dispersion of 
the population. Evacuation means the transporta- 
tion of mothers, young children, and old people 
(about 30% of the population) to distant rural 
areas. Dispersion means the grouping of indis- 
pensable personnel, of either the sanitary or civil 
defense organizations, and of employees of vital 
services and factory workers occupied in producing 
war material (about 20% of the population) in the 
peripheral areas of the agglomeration, which are 
less exposed to the dangers of bombardment. 

Shelter, evacuation, and dispersion bring up the 
problem of warning. The period between the giv- 
ing of the alarm and the explosion of the bomb 
is becoming shorter and shorter as techniques of 
offense advance. Experts agree that rockets and 
guided missiles have shortened this period to about 
one minute. It would be scarcely possible, in case 
of an atomic alarm, to reach a shelter on one’s own 
premises, and every passer-by surprised in the street 
by the siren would be practically condemned. 
Moreover, a formal declaration of war is a thing 
of the past. Evacuation and dispersion require sev- 
eral days, and they should therefore be carried out 
during the period of tension preceding the onset of 
hostilities. In the present state of chronic tension, 
what government would be able to recognize the 
seriousness of a recrudescence and take the respon- 
sibility for such draconian measures? 

On the other hand, the radioactive fallout fol- 
lowing explosion constitutes a serious menace. This 
fallout consists of extremely minute particles pro- 
jected into the stratosphere which may not settle 
to earth for years after the detonation of the bomb 
and coarser particles which settle within a few days 
after the explosion and possess great radioactive 
intensity. Geographically, this cloud assumes the 
form of a cigar pointing in the direction of the 
prevailing wind and may extend for several hun- 
dred miles. A system for registration and coordina- 
tion of information should therefore be established 
to make it possible to advise the population in re- 
gard to the precautions to be taken. In densely 
populated, threatened areas, disaster-relief and fire 
extinguishing services should be installed around 
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the critical target areas, that is, in the zones of 
moderate and slight devastation 1.5 to 2 miles from 
the point of maximum impact for the classic atomic 
bombs and from 9 to 12 miles for hydrogen bombs. 
This simple statement of the distances that must 
be traversed by the relief services gives an idea of 
the effectiveness that can be expected from them 
insofar as radioactivity permits access into the dis- 
aster areas. In practice only the slightly wounded 
who were themselves able to go to the posts of the 
relief services could benefit by any aid other than 
the mutual help given by one wounded person to 
another. 

The conference recommended to the various gov- 
ernments the initiation of a vast civil defense pro- 
gram which would be effective in case of atomic 
warfare. In addition, the conference created a com- 
mittee of investigation, the main purpose of which 
is to redefine on the basis of present data the exact 
mission of civil defense in the face of the new risks 
presented by radioactivity in times of war, princi- 
pally as regards the genetic hazards. 


UNITED KINGDOM 


Childhood Malignancies.—Alice Stewart and co- 
workers (Brit. M. J. 1:1496, 1958) conducted a sur- 
vey of malignancy in childhood. An attempt was 
made to trace 1,694 children who died of leukemia 
or cancer before their 10th birthday. The parents 
and doctors of 83.6% of these were traced and data 
obtained on the prenatal and postnatal experiences 
of the children, which were compared point by 
point with the experiences of a similar group of 
live children that served as a control. The same 
physician treated the child with leukemia or cancer 
and the one who served as a control. The frequency 
of direct fetal irradiation, virus infections, and 
threatened abortion was significantly higher in the 
children who died from malignancy than in the live 
control children. Excessive maternal age appeared 
to increase the risk of leukemia in childhood, and 
this disease and mongolism tended to occur togeth- 
er. The frequency of roentgen irradiation in infancy, 
acute pulmonary infections, and severe injuries was 
significantly higher in the case of children who sub- 
sequently died of leukemia than in other children. 
The health of the mothers and the home back- 
ground of the children were not significantly dif- 
ferent in the two groups. The authors concluded 
that fetal irradiation does not account for the re- 
cent increase in childhood malignancies, but they 
believed that x-ray examinations and treatments 
should be reduced to the absolute minimum in 
pregnancy and childhood. 


Diet and Arterial Disease.—Attention has been fo- 
cused more on an excess of fat in the diet than on 
an excess of food as a factor in the cause of atherom- 
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atous arterial disease. Keen and Rose (Brit. M. J. 
1:1508, 1958) examined the diets of 10 men and 14 
women with atheromatous disease, including an- 
gina pectoris, cardiac infarction, and intermittent 
claudication, and compared them with those of ran- 
domly selected control subjects, matched for age, 
sex, and race. An analysis was made of the food 
eaten by all subjects. Body measurements showed 
the atheromatous subjects to be a little shorter and 
heavier than the controls, and there was a slight 
tendency for caloric intake to increase with body 
weight. It was found that the atheromatous men 
were bigger “all-round” eaters than the male con- 
trols, whereas the athermatous women were bigger 
eaters of fat only. The atheromatous patients of 
both sexes showed a higher intake of each of the 
main foodstuffs. The atheromatous men’s caloric 
intake was 24% higher than that of the male con- 
trols. Their mean consumption of carbohydrate was 
20%, of protein 26%, and of fat 28% greater. In the 
case of the women the atheromatous subjects also 
showed a higher caloric intake, but the excess (9% ) 
was smaller than that of the men, and this was de- 
rived almost entirely from fat, the consumption of 
which was 24% above that of the female controls. 
The carbohydrate and protein intake of the atherom- 
atous women was practically the same as that of the 
female controls. The intake of fat of the atherom- 
atous group as a whole was 28% greater than that 
of the normal group. When the figures for total fat 
intake were broken down in the proportion of their 
constituent saturated and unsaturated fatty acids, 
the atheromatous men ate an absolute excess of all 
fractions, as compared with the male controls, but 
they consumed a rather higher proportion of their 
fat in a saturated form and a lower proportion as 
polyunsaturated fatty acids. There was no evidence 
that a deficiency of unsaturated or long-chain fatty 
acids was an important etiological factor, as has 
been suggested. 


Reduction of Benzpyrene in Tobacco Smoke.—The 
annual report of the Tobacco Manufacturers’ Stand- 
ing Committee of Britain described the work car- 
ried out in the industry’s laboratories to discover 
substances to reduce the amount of benzpyrene in 
tobacco smoke. The claim that the impregnation 
of cigarette paper with 4% ammonium sulfamate is 
effective for this purpose was not substantiated, al- 
though this compound was effective when added in 
large quantities to the tobacco itself. Two other 
substances were discovered, copper nitrate and 
platinum diaminonitrite, that reduced the benzpy- 
rene in tobacco smoke. The latter, unless effective 
in infinitesimal amounts, is likely to prove too ex- 
pensive a remedy. Besides benzpyrene a number of 
other polycyclic hydrocarbons have been found in 
tobacco smoke, and they are being investigated. 
Now that arsenical insecticides are no longer used 
to spray tobacco crops, traces of arsenic, which 
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might be carcinogenic, have almost disappeared 
from cigarettes made in Britain. A new research 
project, the examination of smoldering combustion, 
particularly in relation to forced air supply in such 
products as tobacco, is under way. 


Electrocardiogram.—Davies (Brit. Heart J. 20:153, 
1958) questioned the reliability of the electrocardio- 
gram in the diagnosis of cardiac conditions. He sub- 
mitted 100 electrocardiograms to 10 observers, 9 
of them cardiologists and one a general practitioner, 
for their opinion. They were asked to report wheth- 
er they were normal, abnormal, or showed evidence 
of infarction, but they were given no clinical de- 
tails of the patients. Each observer was given the 
same tracings to examine twice, with an interval 
of a fortnight in between. Not only was there a wide 
divergence of diagnostic opinion between the differ- 
ent observers but also there was a great variation 
between the first and second reports of individual 
observers reading the same electrocardiograms. The 
general practitioner showed the greatest inconsist- 
ency in his first and second reports and the greatest 
disagreement with the reports of others. Of 100 
tracings a unanimous report was given on only 29; 
67% of the reports agreed on 49 tracings; and less 
than 67% agreed on the remaining 22. The disagree- 
ments on the first and second reports of the same 
observer varied in the case of between 7 and 33 of 
the 100 electrocardiograms submitted. This study 
shows the diagnostic limitations of the ECG, par- 
ticularly when a single tracing is seen and inter- 
preted without the history, age, sex, and back- 
ground of the patient. It also emphasizes the need 
for special training in cardiology for the interpreta- 
tion of electrocardiograms. 


Absence of Parents During Childhood.—Possible 
long-term effects of separation of the child from its 
parents are reported by Oswald (Brit. M. J. 1:1515, 
1958), who collected statistics from Royal Air 
Force personnel aged 18 to 29. In many cases the 
separation occurred during the war years, when as 
children they were evacuated from the towns be- 
cause of air raids or separated from the father who 
did war service. Significantly more of those with 
psychiatric diseases had a history of separation from 
their parents when young than did other medical 
patients, such as those with epilepsy, head injury, 
or some neurological condition. There was no sig- 
nificant difference between a group responsible for 
accidents who gave a history of separation from 
parents and a control accident group with no such 
history. 


Diets in Pregnancy.—Miss Helen Simpson, the die- 
titian to the Simpson Memorial Maternity Pavilion 
of the Edinburgh Royal Infirmary, stated in her 
annual report that there has been a noticeable de- 
terioration in the diets of many women, particu- 
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larly in pregnancy. The deterioration is attributed 
chiefly to the increased cost of living and to a rise 
in unemployment. In some families, although the 
income would appear adequate, credit commit- 
ments resulted in less being spent on food. The con- 
sumption of the most expensive foods, namely those 
rich in protein, was reduced in favor of the cheaper 
carbohydrate foods, with which appetite was satis- 
fied. One result of a lowered intake of meat and 
protein foods was an increase in the incidence of 
anemia in women. The pint of milk provided at 
half price to the pregnant woman tended to be 
shared with the family. Less fruit and vegetables 
were eaten by those in the lower income group. A 
woman might start her pregnancy in good health, 
but her condition often deteriorated toward the 
end of it, as she often became anemic on an in- 
adequate diet. It was necessary to give iron to a 
number of the women to correct anemia. 


Health Service Criticized.—The National Health 
Service was criticized in a recent debate in the 
House of Lords. Lord Moran, formerly President of 
the Royal College of Physicians, said that there is 
great discontent among general practitioners with 
the health service. This is partly financial, as the 
doctor can only increase his income by taking on 
a bigger panel of patients than he can properly 
care for, but the chief cause is to be found in the 
decline in the status of the general practitioner, 
which began when people generally felt that when 
they were seriously ill they were well advised to go 
to hospital. It was mortifying to the physician to 
find that the patient no longer put his trust in him 
and preferred to be treated at the hospital by a 
stranger. The health service exaggerates this be- 
cause there are now specialists in every field of med- 
icine and surgery, and the general practitioner no 
longer has access to hospital beds as he used to. 
The good general practitioner often had semispe- 
cialist experience and previously had a hospital ap- 
pointment. This made his work more interesting. 
The remedy would be to give hospital appoint- 
ments to the best general practitioners so that they 
could treat at least some of their patients in hospi- 
tal. If this is not done, the profession will continue 
to be discontented and efficiency will diminish, 
whatever the remuneration. Lord Moran was not 
happy about the quality of the students admitted to 
medical schools today. Formerly they came from 
the middle class and their expenses were paid for 
by their parents. Today the state pays most of their 
expenses, and they are selected by examination 
without any test of, or regard to, character. 

The inadequate provision for the teaching hos- 
pitals was criticized by Lord Evans, the Queen’s 
physician, who said that they are mostly outmoded, 
with inadequate accommodation for patients, teach- 
ing, and research. Of 12 teaching hospitals in Lon- 
don, only 2 have been rebuilt in the last 25 years, 
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although many were badly bombed during the war. 
In the past, much of the success of the hospitals 
was due to their complete freedom. This freedom is 
curtailed today in many ways. For example even to 
employ an extra kitchen-maid requires permission 
from the Ministry of Health. The so-called merit or 
distinction awards given to some specialists were 
strongly criticized by Lord Uvedale, a Socialist peer 
and a physician. They cost the state $5,600,000 a 
vear, and their secret award is contrary to public 
policy. Nobody except the Ministry and the recip- 
ients know who gets these awards. When public 
money is spent the public should know how and 
why. Lord Pakenham called attention to the 10,000 
old people occupying beds in mental hospitals be- 
cause there is nowhere else for them to go. This is 
a waste of valuable bed space. They do not need 
skilled mental treatment, but they need additional 
residential accommodation. The Royal Commission 
on Mental Laws had recommended that local au- 
thorities should make provision for the elderly in- 
firm who did not need hospital treatment. 


Prednisone and Cancer of the Breast.—The effects 
of prednisone in a group of 29 patients with ad- 
vanced cancer of the breast were studied at the 
Westminster Hospital, and the results were sum- 
marized in the annual report of the British Empire 
Cancer Campaign for 1957. The patients had all 
received treatment according to the stage of the 
disease on presentation (radical surgery, irradia- 
tion, or both). They had been followed up and 
given further irradiation, androgens, or estrogens, 
as the disease progressed. Finally, when their con- 
dition was no longer controlled, they were given 
a trial of therapy with prednisone at a dosage of 20 
mg. daily. The ages of the patients ranged from 37 
to 81, and the duration of treatment varied from 
one week to seven months. Twelve patients were 
still alive and on treatment when last seen; 18 
showed definite relief from pain due to skeletal 
deposits, improvement in cough and dyspnea as- 
sociated with pulmonary deposits, and improve- 
ment in general well-being; 9 showed definite im- 
provement in the radiologic appearance of skeletal 
and pulmonary metastases and regression in the 
local breast condition or in skin deposits; and 12 of 
the 18 patients who showed a good subjective re- 
sponse had previously shown sensitivity to estro- 
gens or androgens. Three patients had shown no 
sensitivity to estrogens or androgens. There were 
few side-effects. 


Epidemiology of Cancer.—An exhaustive statistical 
survey of cancer in North Wales (largely rural) 
and in the Liverpool region (largely urban ), car- 
ried out in the five years 1952 to 1956 by Dr. Percy 
Stocks, was published as a supplement to the an- 
nual report of the British Empire Cancer Cam- 
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paign. Standardized mortality in the period 1947 to 
1954 from cancer of the stomach, taking the na- 
tional figure as 100, exceeded 150 in 26 of the 54 
communities of North Wales, ranging from 200 to 
260 in 9 of these; but it exceeded 150 in only 2 of 
the 33 areas in Cheshire and Liverpool. The stand- 
ardized death rate in the period 1952 to 1955 for 
cancer of the lung was two and one-fourth times 
as great in Liverpool as in North Wales. The inci- 
dence of gastric cancer, but not of intestinal can- 
cer, was correlated with the reported frequency of 
having eaten fried foods during 20 years before the 
onset of the illness. Frequent beer drinking, re- 
ported as having been habitual during 20 years, 
was correlated with nongastric cancers, the corre- 
lation with lung cancer being strong among light 
smokers but absent among heavy cigarette smokers. 
Frequent milk drinking was correlated with an 
absence of lung cancer in the Liverpool region, no 
matter what the beer-drinking and smoking habits 
of a subject were. Frequent tea drinking by men 
was correlated with an absence of cancer among 
heavy beer drinkers and all grades of smokers in 
Liverpool, but no such association was found in 
Wales. Frequency of eating green vegetables was 
reported as peculiarly high in certain parts of 
North Wales and was there correlated with an 
absence of cancers except of the breast. 

Female hospital patients with lung cancer in 
Liverpool showed a significant excess of smokers 
compared with controls, but those with gastric and 
mammary cancers in North Wales and Liverpool 
did not differ from the controls in respect to smok- 
ing history. Among 255 women who died of lung 
cancer, 108 had smoked, compared with 50 ex- 
pected from women of the same ages who died in 
the same districts of gastric and mammary cancers. 
Among 576 male hospital patients with lung cancer 
the ratio of nonsmokers to the number expected 
from the noncancer controls was 1:7; for pipe 
smokers it was 1:2; for smokers of up to 50 ciga- 
rettes a week 1:1; and for heavy cigarette smokers 
4:3. The rates of inception of lung cancer at ages 
35 to 74, standardized by the national census popu- 
lation, were in pipe smokers 2 to 2.5 times, and in 
cigarette smokers 4 to 5 times, the rates among 
nonsmokers. The urban/rural ratio between the 
inception rates was about 2.5:1 for nonsmokers and 
light cigarette smokers, 3:1 for pipe smokers, and 
only slightly above unity for heavy cigarette 
smokers. 

Among 2,101 men aged 35 to 74 who died of lung 
cancer, 40 had not smoked compared with an ex- 
pected figure of 188 based on the 1,155 men of the 
same ages and living in the same districts who died 
of gastric cancer; 1,285 had smoked up to 150 cig- 
arettes a week compared with 1,260 expected, and 
593 had been heavier cigarette smokers compared 
with 325 expected. Nonsmokers, pipe smokers, and 
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light cigarette smokers showed upward gradients 
of the standardized death rate in passing from the 
most rural to the most urban area, but heavy cig- 
arette smokers did not. The urban/rural ratios were 
2.3:1 for nonsmokers, 2.5:1 for smokers of up to 
100 cigarettes a week, 1.8:1 for pipe smokers, 1.7:1 
for medium cigarette smokers, and 1:1 for smokers 
of 200 or more cigarettes a week. The regression 
lines of mortality on maximum number of cigarettes 
ever smoked every week habitually ran parallel up 
to about 200 weekly for the different geographical 
areas, but the urban graph of Liverpool then ceased 
to rise further, suggesting that despite great ex- 
posure to irritant factors not all men were suscep- 
tible to lung cancer. Among nonsmokers living con- 
tinually in rural surroundings the male and female 
death rates were about equal. Measurements of air 
pollution showed that the incidence of lung cancer 
in nonsmokers and light smokers corresponded in 
general with the pollution levels, but insufficient data 
were available to incriminate any particular sub- 
stance. Pipe smoking, which increased the risk of 
lung cancer only slightly, was associated positively 
in the Liverpool region with the incidence of can- 
cers of the larynx, esophagus, intestine, and rectum 
and in North Wales with cancers of the larynx, 
esophagus, and intestine except the rectum. 

The mortality from gastric cancer in England 
and Wales was high where igneous rock was near 
the surface and low in chalk and limestone areas, 
and in the survey region the rates tended to be 
highest where strata of the Cambrian age out- 
cropped. In certain areas garden soils where a 
person died from gastric cancer after 15 or more 
years’ residence had higher median concentrations 
of zinc and chromium than garden soils in the same 
areas where a person died from a cause other than 
cancer or died of cancer after a residence of less 
than two vears. No statistical relation with cancer 
was found for cobalt, titanium, vanadium, lead, or 
iron, but nickel was associated with an absence of 
cancer. In the Welsh districts with a high death 
rate from gastric cancer, but not elsewhere, the in- 
cidence of gastric cancer after 10 to 19 years of 
residence was excessive where the garden soil had 
a high content of organic carbon and was still more 
excessive after 20 or more vears of residence where 
the soil had a medium organic carbon content. 
Similar relations appeared with the loss on ignition 
and with invertase activity of the dried soil. No 
such correlation was found between garden soils 
and cancer of other organs. Something in the soil 
yet to be identified appeared to be the main factor 
responsible for the peculiarly high incidence of 
gastric cancer in parts of North Wales. No positive 
associations were found between cancer incidence 
and the use of oil lamps for heating or lighting, 
the use of petrol lighters for smoking, or a past 
history of streptococcic infection or vaccination. 
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Gastrectomy and Loss of Weight.—Johnson and co- 
workers (Lancet 1:1242, 1958) studied a series of 
209 patients who had undergone gastrectomy of 
various types. They found that, on the whole, those 
who had lost much weight before operation tended 
to regain it after, and those who had maintained 
their weight and the few who had gained weight 
up to the time of operation tended to lose it after- 
wards. Thus, of the 170 patients who underwent 
partial gastrectomy with a Polya-Finsterer anasto- 
mosis for peptic ulcer, 57% had remained within 
15 lb. of their weight in health up to the time of 
operation. On the average they lost 3 Ib. (1.3 kg.) 
before operation and another 4 to 6 Ib. (1.8 to 2.7 
kg.) afterwards. The 42% who lost 15 Ib. (6.8 kg.) 
or more (average 35 Ib., or 15.9 kg.) before oper- 
ation gained an average of 20 Ib. (9.1 kg.) after 
operation but remained a little lighter than those 
in the previous group. About 1% gained 15 Ib. 
(6.8 kg.) or more (average gain 43 lb., or 19.5 kg. ) 
but lost 20 Ib. (9.1 kg.) after operation and re- 
mained well above their weight in health. An 
analysis of two groups of 15 patients, one with 
normal weight and one underweight, who had 
undergone subtotal gastrectomy for peptic ulcer 
at least a year previously showed that those with 
normal weight were getting an average of 102% 
of the calories which theoretically they needed 
and that those with low weight were eating only 
76% of this amount. The severity of postcibal 
symptoms was much greater in those who were 
underweight. 

A group of 40 patients who had lost 14 lb. (6.4 
kg.) or more since partial gastrectomy for peptic 
ulcer at least two years previously were allocated 
at random to six groups for treatment: control; 
iron given intramuscularly; vitamin B,». given intra- 
muscularly; dietary supervision; 25 mg. a day of 
methyltestosterone given sublingually; and 50 mg. 
of iproniazid daily by mouth. No significant change 
was observed in the control group or in the groups 
who received iron or vitamin B,s intramuscularly. 
Significant gains in weight were found in those who 
had dietary supervision, methyltestosterone, or 
iproniazid. Dietary supervision increased the weight 
in every case, but the results with methyltestoster- 
one and iproniazid were less consistent. Of the 
seven patients (all men) who received methyltes- 
tosterone, two gained 8 lb. (3.6 kg.) in as many 
weeks, one gained nothing, and one lost a pound 
(0.5 kg.). No side-effects were observed. Of the 
seven patients who received iproniazid, all gained 
weight, one gaining 10 lb. (4.5 kg.). The mean 
gain in weight was 4.3 lb. (1.95 kg.) for patients 
given dietary supervision, 4.4 lb. (2.0 kg.) for those 
given iproniazid, and 3.7 lb. (1.65 kg.) for those 
given methyltestosterone. In an additional group 
of nine men treated with a combination of dietary 
supervision and methyltestosterone, the mean gain 
in weight at eight weeks was 6.2 lb. (2.8 kg.). 
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Phenylbutazone in Rheumatic Disease.—Phenylbu- 
tazone has now moved up to second place (after 
aspirin) on the list of possible drugs for routine 
use by outpatients with rheumatoid arthritis, ac- 
cording to Mason and Hayter (Practitioner 181:23, 
1958). An analysis of the records of a sample of 
335 patients with rheumatoid arthritis, representing 
all those with this disease seen in a three-month 
period, showed that 67.2% had at some time been 
given phenylbutazone. It is now being prescribed 
earlier in the course of the disease. Thus, in 1952 
only 22% of those given the drug had a disease 
duration of less than three years, whereas in 1955 
and 1957 70% and 68%, respectively, had such a 
history. Since 1954, only an occasional patient has 
had a dose larger than 400 mg. a day. Phenylbuta- 
zone should normally be given a trial before em- 
barking on deep x-ray therapy in patients with 
ankylosing spondylitis. It is particularly useful for 
women of childbearing age. Smaller doses are more 
effective in this disease than in others, many pa- 
tients being controlled with 200 or even 100 mg. a 
day. It is of especial value in osteoarthritis of the 
hip where, by permitting the proper use of the joint 
in allowing smoother walking, it may prevent the 
development of contracture and deformity. Noc- 
turnal pain is also conveniently relieved owing to 
its prolonged action. Phenylbutazone may super- 
sede colchicine in the treatment of acute gout. This 
is the only condition in which these authors use a 
dose in excess of 400 mg. a day, preterring 600 mg. 
a day until the acute attack is controlled, usually 
within two or three days, after which 400 mg. a dav 
is sufficient until the attack has completely sub- 
sided. 

Toxicity was never a serious problem. About 65% 
of the 225 patients with rheumatoid arthritis had 
only transient side-effects, if any. Those who tol- 
erated the drug well showed a better symptomatic 
response than the rest. Thus, 87.8% of the nontoxic 
group Claimed some symptomatic relief, compared 
with 60.3% of the toxic group, and 42.2% of the 
former and only 16.7% of the latter had excellent 
or good relief. About 67% of the toxic reactions 
were gastrointestinal; 25% developed a rash; and 
buccal ulcers and stomatitis were relatively uncom- 
mon. In general, toxic effects appeared early; 60% 
appeared in the first six weeks of administration. 
The onset of gastrointestinal reactions, however, 
was often delayed, and three patients developed 
peptic ulcers after two years’ medication. Treat- 
ment with phenylbutazone should never be reinsti- 
tuted in a patient who has once had a toxic re- 
action. 


Streptomycin Dermatitis in Nurses.—Dr. Harold 
Wilson (British Medical Journal, June 14, 1958) 
cited a report from the Ministry of Health (1953) 
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which stated that nurses have become sensitive to 
antibiotics in spite of strict adherence to careful 
technique and the wearing of gloves, gowns, and 
masks. During the period of observation, however, 
over 100,000 injections of streptomycin were given 
in two wards by nurses wearing gloves and masks 
without the occurrence of a single case of derma- 
titis. Where these precautions were not strictly ob- 
served the incidence was about one case per 4,000 
injections. The author believes that streptomycin 
dermatitis in nurses could be reduced to a mini- 
mum either by their wearing gloves and masks be- 
fore giving injections or by their avoiding direct 
contact with the drug through the use of cartridges 
as described by Howells in 1956. Most chest physi- 
cians adopt these precautions as a routine measure. 
In general wards, however, where streptomycin is 
used sporadically, the dangers of dermatitis are not 
fully appreciated and insufficient care is taken by 
those handling the drug. If possible the strepto- 
mvycin-sensitive nurse should be given work where 
she will not come into contact with this drug. If 
this cannot be done desensitization should be con- 
sidered, This is a tedious procedure and not with- 
out risk. It is definitely unsafe in inexperienced 
hands, as most persons develop a reaction at some 
stage in the course. Corticosteroid cover or the use 
of repeated minute doses in place of the conven- 
tional method may reduce these reactions but is 
not likely to eliminate them altogether. 


Mass X-Ray Survey.—Practically 300,000 films were 
taken in the mass x-ray survey of Edinburgh. As a 
result, 216 patients were discovered who needed 
treatment in hospital, 126 of whom could be 
treated while at work. In addition, there were 810 
who had no signs of active disease but will be kept 
under observation and 150 who were referred for 
investigation of other chest diseases. Half the new 
patients were voung people, and most of the others 
were Old men. Hundreds of beds had been pre- 
pared at the beginning of the survev to deal with 
new patients, but the number of patients with 
active tuberculosis appears to have been over- 
estimated, 


Cravings of Pregnancy.—A series of 991 pregnant 
women with food cravings and of 193 with food 
aversions was analyzed by Harries and Hughes 
(Brit. M. J. 2:39, 1958). Fruit was craved by 261 
women. The commonest fruit craving was for 
apples (76 patients), and most of those with this 
craving wanted sour ones. The most interesting 
feature of the analysis was the list of cravings for 
substances other than food. This included coal 
(35), soap (17), disinfectant (15), toothpaste (14), 
tar (10), and cinders (4). The list of aversions 
included tea (78), smoking (24), coffee (22), and 
beer (4). 
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DRUG REACTIONS 


To the Editor:—In our recent article on the treat- 
ment of idiopathic thrombocytopenic purpura 
(ITP) with prednisone (J. A. M. A. 166:1805-1815 
[April 12] 1958), we noted in an addendum that 
two additional patients with ITP treated with tri- 
amcinolone showed excellent hematologic responses. 
Further observations indicated that the latter prod. 
uct had hematological effects resembling closely 
those obtained with prednisone. Subsequent use of 
this product indicates that in the relatively high 
doses required in our patients, a rather high inci- 
dence of a variety of nonhematological reactions 
occurred, As a result, we are reappraising its use- 
fulness when administered in the dosages required 
for the therapy of the various hematological dis- 
orders. Sixteen consecutive patients with hematolog- 
ical disease (ITP, autoimmune hemolytic anemia, 
and leukemia) were treated with triamcinolone in 
maximal dosages varying from 12 to 100 mg. daily. 
The latter dosage was used in only one patient 
(with severe autoimmune hemolytic anemia); in six 
others, the maximal dosage was either 64 or 72 mg. 
daily. In the rest it was 40 mg. or less daily. Of the 
16 patients treated, untoward reactions occurred in 
eight and minor reactions in four. In four, no dele- 
terious effects were observed; in these, the maximal 
dosage used varied between 12 and 40 mg. daily. 
The following reactions were observed. 

Muscle Weakness.—Muscle weakness occurred in 
three women and one man, all of whom had auto- 
immune hemolytic disease. No indications of sys- 
temic lupus erythematosus were present. The weak- 
ness involved particularly the quadriceps muscles 
bilaterally and resulted in difficulty in walking, 
particularly up and down stairs. It appeared in two 
to four weeks after treatment with the drug was 
started and was unassociated with reflex disturb- 
ances. Slight atrophy of the quadriceps group 
was Observed in two of these patients. Hypo- 
potassemia was not observed but was present in 
another patient reported on below. The maximal 
daily dosage of triamcinolone used in these patients 
was 64, 32, 72, and 72 mg. respectively. When 
potassium was given and prednisone substituted 
for the triamcinolone in somewhat smaller dosages 
(40, 30, 50, and 50 mg., respectively ), the muscular 
weakness subsided gradually in a period of two to 
eight weeks, with continued hematological im- 
provement. 

Hypopotassemia.—Hypopotassemia occurred in 
one patient with autoimmune hemolytic anemia 
and a previously mild diabetes mellitus not requir- 


ing insulin. This patient was given 64 mg. of the 
drug daily for 10 days, then 32 mg. daily for two 
weeks, then 24 mg. daily. She was admitted to her 
local hospital in a semicomatose state, with marked 
flushing of the skin, swelling of the face, and in- 
ability to walk because of quadriceps muscle weak- 
ness. The hemoglobin level was 14 Gm. per 100 ml., 
blood sugar level 280 mg. per 100 ml., and serum 
carbon dioxide content 20 mEq. per liter. The 
serum potassium level was 2.6 mEq. per liter. Par- 
enteral fluids, including potassium given orally and 
intravenously, insulin, and supportive measures 
were given. Triamcinolone therapy was discon- 
tinued. There was rapid improvement. One week 
later the patient’s condition was greatly improved, 
and the serum potassium level was 3.6 mEq. per 
liter. The autoimmune hemolytic anemia was kept 
under control with maintenance doses of predni- 
sone. 

Bleeding Peptic Ulcer.—Bleeding peptic ulcer 
occurred in one patient, aged 65, with chronic lym- 
phocytic leukemia and severe autoimmune hemo- 
lvtic anemia, who was treated with triamcinolone in 
doses up to 100 mg. daily. Prophylactic manage- 
ment for peptic ulcer was carried out, although 
there was no history of ulcer. The hemolytic ane- 
mia was improving consistently, but the patient 
suddenly developed an almost exsanguinating gas- 
trointestinal hemorrhage three weeks after triam- 
cinolone therapy was started. An emergency gas- 
trectomy after several transfusions was followed by 
death. A bleeding ulcer of the duodenum was 
found. 

Severe Staphylococcic Infection.—One patient 
with myelofibrosis and myeloid metaplasia, severe 
anemia and thrombocytopenia, and a_ peculiar 
hemorrhagic disorder was treated with 72 mg. of 
triamcinolone daily. After one week of therapy, he 
developed a severe staphylococcic infection begin- 
ning on the lower lip, which soon involved the 
entire mouth. The drug therapy was discontinued, 
various antibiotics were given, and the patient 
eventually recovered from the infection. The inci- 
dence of drug-resistant staphylococcic infections in 
our area was high during this period. 

Cardiac Failure. —A woman aged 48, with aplas- 
tic anemia of 10 years duration, was given 20 mg. 
of triamcinolone daily for about eight weeks. She 
had had no history or objective findings of cardiac 
or renal disturbance. In the ninth week of therapy 
she developed severe dyspnea, increasing edema, at 
first of the face but later involving the entire body, 
and all the indications of heart failure. The serum 
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potassium level was normal. The drug therapy was 
discontinued, treatment for the heart failure was 
instituted, and the patient was relieved. 

Minor reactions.—A lobster-red flush of the trunk 
occurred in two patients, and marked facial round- 
ing without other symptoms occurred in two others. 
Most of the patients complained of some loss in 
weight, but in two there was a moderate increase 
in weight. 

The large number of reactions occurring in this 
small series of patients may have been purely 
fortuitous, and in a second series perhaps relatively 
few reactions would take place. Similar reactions 
with other corticosteroids are, however, common. 
We have been impressed by the unusual frequency 
of the reactions and with the common occurrence 
of quadriceps muscle weakness. Since severe hypo- 
potassemia was present in one patient and since no 
neurologic deficit was ascertained in any of them, 
it is theoretically possible that a tissue metabolic 
defect involving certain muscle groups occurred. 
This should be studied further. 

The use of prednisone was followed by improve- 
ment of the muscular weakness, which might indi- 
cate a specific effect of triamcinolone in inducing 
this disturbance. Another even more specific effect 
of the drug was the development of marked ery- 
thema of the trunk, not seen previously with any of 
the other corticosteroids. The most severe reactions 
occurred when doses of 64 to 100 mg. daily of 
triamcinolone were given. In four patients in whom 
smaller doses of the drug (12 to 40 mg. daily) were 
used, reactions did not occur. This suggests that the 
drug should be studied further before it is used 
routinely in conditions requiring relatively large 
doses, in autoimmune hemolytic anemia, ITP, and 
other hematological disorders. 


DaAMESHEK, M.D. 
FERNANDO Rusio, Jr., M.D. 
New England Center Hospital 
Boston 11, Mass. 


SPACE MEDICINE 


To the Editor:—In his stimulating and challenging 
president’s address, “Physicians to the World,” 
Dr. Gundersen (J. A. M. A. 167:1059-1076 [June 
28] 1958) may have inadvertently given an errone- 
ous impression when he said “with man probing 
into outer space, it appears that our scientific future 
will be further complicated by the development of 
still another specialty—space medicine.” 

Space medicine is not another, or new, specialty 
but a natural progression of aviation medicine. On 
Nov. 10, 1948, a symposium on “Aero Medical 
Problems of Space Travel” was held at the United 
States Air Force School of Aviation Medicine 
where, shortly thereafter, a department of space 
medicine was established. A second such symposium 
was held in Chicago on March 3, 1950, under the 
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sponsorship of the University of Illinois, and on 
May 31 of the same year the Space Medicine 
Branch of the Aero Medical Association was 
founded. In the definition of aviation medicine, the 
United States Air Force Dictionary states: “‘Avia- 
tion medicine’ is used as an inclusive term, em- 
bracing both aeromedicine (in its restricted sense ) 
and space medicine.” Recently, in the June, 1958, 
issue of Aeronautical Engineering Review, Dr. Hu- 
bertus Strughold, who has been called “the father 
of space medicine,” spoke of “space medicine—a 
branch or extension of aviation medicine.” 

In 1953 aviation medicine was officially recog- 
nized as a specialty, and certification by the Ameri- 
can Board of Preventive Medicine was authorized. 
New aeromedical problems have arisen continu- 
ously since man achieved the power of flight, and 
it is not unreasonable to assume that future candi- 
dates for certification in aviation medicine will be 
expected to know of the solutions to some of these 
problems as they relate to space travel. 


Rosert J. Benrorp, M.D. 

The Journal of Aviation Medicine 
Box 1607 

Washington 13, D. C. 


ALIENS AND TUBERCULOSIS 


To the Editor:—An editorial on aliens and tuberculo- 
sis appeared on page 1505 of the July 19, 1958, issue 
of THe Journat. After having had a small amount 
of experience with the results of the relaxation of 
immigration laws I am of the opinion they pose a 
potential, if not an actual, public health threat to 
the United States. While great strides are being 
made in the eradication of tuberculosis, we can say 
that the battle is far from being won. 

In the above-cited article is mentioned one phase 
of the immigration law (P. L. 85-316) that allows 
the admission of tuberculous aliens. Another phase 
is that this law does not prohibit the immigration 
of a child adopted in a foreign court by a family 
residing in the United States represented there by 
proxy. In effect, this means that a child so adopted 
can enter the United States as a citizen on a non- 
quota basis regardless of its physical condition. It 
has been reported that an individual living in Ore- 
gon has brought several hundred Korean-Caucasian 
children into the United States. Not only does this 
pose sociological and legal problems, but some of 
these children were admitted with tuberculosis. 
Those in my health jurisdiction will be kept under 
surveillance. 

I have no way of knowing how many tuberculous 
aliens are entering the United States. However, 
serious consideration should be given as to how 
they will affect our tuberculosis picture. 


H. Martin, M.D. 
Commissioner of Health 
202 Harrison St. 
Elkhart, Ind. 
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LAW DEPARTMENT 


MEDICOLEGAL ABSTRACTS 


Revocation of License for Offense Involving Turpi- 
tude.—This was an action to review the revocation 
of a physician’s license following his commission of 
a crime involving moral turpitude. From an action 
in the superior court affirming the action of the 
medical disciplinary board, the physician appealed 
to the Supreme Court of Washington. 

The medical disciplinary board was established 
by the state legislature in 1955. It was given broad 
powers to discipline members of the medical pro- 
fession for unprofessional conduct. It may repri- 
mand a doctor or may suspend or revoke his li- 
cense. Unprofessional conduct is defined as “Con- 
viction in any court of any offense involving moral 
turpitude, in which case the record of such con- 
viction shall be conclusive evidence.” On May 4, 
1956, the petitioner entered a plea of guiltv in a 
U. S. District Court to a charge of willfullv at- 
tempting to evade a portion of his proper income 
taxes for the calendar year, 1949, by filing a false 
and fraudulent return. In August, 1957, the medical 
disciplinary board notified the petitioner that it 
would hold a hearing to determine whether or not 
his license to practice medicine should be _re- 
voked. In its specification of charges the board set 
out the above-mentioned conviction of tax evasion 
and charged that the offense involved moral turpi- 
tude and that it constituted unprofessional conduct 
within the meaning of the medical disciplinary act. 
The petitioner admitted pleading guilty to the fed- 
eral offense but denied that the offense involved 
moral turpitude or constituted unprofessional con- 


duct. 


In our opinion, said the Supreme Court, a willful 
and intentional attempt to avoid payment of all or 
a part of one’s income tax with intent to defraud 
the government involves moral turpitude. Such 
fraud is unprofessional conduct as that term is 
defined in the medical disciplinary act. 

The daily practice of medicine, the court con- 
tinued, concerns life and death consequences to 
members of the public. They have an understand- 
able interest in the maintenance of sound standards 
of conduct by medical practitioners. The public 
has a right to expect the highest degree of trust- 
worthiness of the members of the medical profes- 
sion. We believe there is a rational connection 
between income tax fraud and one’s fitness of 
character or trustworthiness to practice medicine, 
so that the legislature can properly make fraudulent 
conduct in such instances a ground for revoking or 
suspending the license of a doctor. 

There was some doubt in the court’s mind as to 
whether or not fraud (moral turpitude) inheres in 
every violation of the internal revenue law. There 
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was not doubt, however, that fraud must be proved 
when the method of defeating or evading tax 
alleged in an indictment is by the filing of a false 
and fraudulent return. Since the method of tax 
evasion charged in the indictment of the petitioner 
was that of filing false and fraudulent returns and 
since he pleaded guilty to that charge, the court 
held that the issue of fraud (moral turpitude) was 
determined conclusively. 

The judgment of the trial court affirming the 
revocation of the petitioner's license to practice 
medicine was therefore affirmed. In re Kindischi, 
319 P(2) 824 (Wash. 1958). 


Governmental Hospitals: Immunity from Tort Li- 
ability—The plaintiff filed suit for damages 
because of injuries resulting from the alleged negli- 
gence of one of the nurses employed by the de- 
fendant hospital. From a judgment for the hospi- 
tal, the plaintiff appealed to the court of appeals of 
Tennessee. 

The plaintiff entered the defendant hospital as a 
paying patient in an obstetric case. She had been in 
the delivery room but was returned to her own 
room because her time had not yet come. While 
there, a student nurse, at the instruction of the reg- 
istered nurse on the obstetric floor, gave the plain- 
tiff an injection of Ergotrate, which was not sup- 
posed to be given until after delivery. The nurses 
assumed she had been delivered and failed to ob- 
serve her condition which, said the court, should 
have been apparent. The administration of the 
drug caused the uterus to contract and this brought 
on pain and suffering and caused the infant to die 
of anoxemia. 

The trial court held that the defendant was a 
governmental hospital and was, therefore, not re- 
sponsible for negligent acts committed by its em- 
ployees. It is clear, said the court of appeals, that 
the hospital was operated not for profit but at a 
loss to the city and county. The fact that about 
87% of its operating cost was derived from private 
pay patients and the operation of such services as 
vending machines and tea rooms does not deprive 
it of its character or take away its immunity. It was 
maintained as a governmental function. The rule 
of governmental immunity, said the court of ap- 
peals, is well established in Tennessee and can 
only be overruled by the Supreme Court or taken 
away by the legislature. The court added that the 
immunity could be waived by the procurement of 
insurance. The insurance purchased by this de- 
fendant, however, did not cover or contemplate the 
covering of malpractice actions. It therefore did not 
amount to a waiver of immunity by the hospital. 

The judgment in favor of the hospital was af- 
firmed. McMahon v. Baroness Erlanger Hospital, 
306 S.W. (2) 41 (Tenn., 1957). 
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Malpractice: Statute of Limitations Applicable.— 
This was an action for damages by a father on be- 
half of his minor child for injuries caused by the 
alleged malpractice of the defendant physician. 
From a judgment in favor of the defendant, the 
plaintiff appealed to the Supreme Court of Flor- 
ida. 

The issue involved in this case related to the 
defense of the statute of limitations. The Florida 
law provides a limitation period of three years for 
“an action upon a contract, obligation or liability 
not founded upon an instrument of writing” and a 
limitation period of four years for “any action for 
relief not specifically provided for in this chapter.” 
No specific provisions of the law set forth definite 
periods of limitations for certain actions, including 
those for “personal injury,” “injuries to the person,” 
and malpractice suits against physicians. 

The defendant contended that a malpractice ac- 
tion arises out of an implied contract and _ that 
actions thereon are limited by the three-year stat- 
ute. The plaintiff, on the other hand, contended 
that a malpractice action sounds basically in tort 
and that, since there is no specific statute relating 
to tort or malpractice actions, it is an action “not 
specifically provided for” and is therefore governed 
by the four-vear statute. 

The Supreme Court said that there can be no 
doubt that where a transaction complained of has 
its origin in a contract and, at the same time, a 
duty is superimposed by or arises out of the cir- 
cumstances of the transaction, the violation of 
which constitutes a tort, then the injured party has 
an election to sue in tort or for the breach of con- 
tract. Since, in this state, no special limitation pe- 
riod is provided for malpractice actions, there is 
no valid reason for applying to malpractice suits 
a rule different from the one applicable to other 
causes of action in which the plantiff has an elec- 
tion to sue in contract or in tort. In other words, the 
statutory period applicable to a malpractice suit 
depends upon the claim for relief stated by plain- 
tiff—whether he sues for and seeks the damages ap- 
plicable to a breach of contract or a tort. 

In this case, said the court, both the original and 
the amended complaints filed on behalf of the 
minor plaintiff clearly stated a cause of action 
sounding in tort, although in the original complaint 
the employment of the plantiff was disclosed as a 
matter of inducement. Inasmuch as the complaint 
was filed within the four-year period applicable to 
tort actions, the judgment of the trial court in favor 
of the physician was in error. Accordingly that 
holding was reversed and the case was remanded 


for a trial on the merits. Manning v. Serrano, 97 So. __ 


(2) 688. 
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MISCELLANY 


SOME GENERAL OBSERVATIONS ON 
MEDICAL AND PHARMACEUTICAL 
RESEARCH IN THE SOVIET UNION 


C. Wesler Scull, Ph.D., Maurice Nance, M.D., 
Francis Grant 
and 


G. Fred Roll, Philadelphia 


More than two years ago, Smith, Kline & French 
Laboratories, with the approval of the U. S. Depart- 
ment of State, initiated a series of discussions with 
diplomatic representatives of the Union of Soviet 
Socialist Republics designed to exchange scientific 
and administrative personnel. It was our belief that 
such an exchange would, at the very least, expand 
the horizons of our Research and Development Di- 
vision. Earlier this year, we, together with Dr. W. 
Horsley Gantt, Associate Professor of Psychiatry, 
Johns Hopkins University, and Director, Pavlovian 
Laboratory of the Phipps Psychiatric Clinic, Johns 
Hopkins Hospital, constituted the first official 
United States pharmaceutical delegation to the So- 
viet Union. We visited medical and pharmaceutical 
research operations in Moscow, Leningrad, and 
Kharkov as the guests of the Russian government. 
Subsequently, five representatives of Soviet medical 
and pharmaceutical research—constituting the first 
such delegation from the Soviet Union to the United 
States—visited laboratories in the United States as 
our guests. 

This is our delegation’s first published report, 
and it is based on our visit of approximately 30 
days in the Soviet Union and the U. S. S. R. delega- 
tion’s stay in the United States of the same duration. 

Perhaps the strongest impression that has come 
out of this exchange is that of the vitality of funda- 
mental biological research in Russia. It is our feel- 
ing that the Soviet Union is making a determined 
effort to bring its biological research programs up 
to the level of its programs in the physical sciences. 
It is our observation also that current Soviet research 
in many areas of medicine equals the West's quali- 
tatively, although it appears to lag behind the West's 
quantitatively, 

The importance of Western research to Soviet 
programs is obvious from the speed with which 
publications from the West are received, trans- 


Director of Development (Dr. Scull), and Director of Cinical In- 
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lated, and distributed. We saw journals, bulletins, 
and books which were only a month or two old, in- 
cluding state and local medical society bulletins. In 
one research center, entire issues of THE JOURNAL of 
the American Medical Association, minus adver- 
tisements, were reproduced and distributed. Some 
of the scientists we met could speak English, but 
an amazingly large proportion could read English; 
indeed, one scientist remarked to us that there were 
“only two important scientific languages now— 
English and Russian.” 


Therapeutic Preparations 


From this emphasis on keeping up with Western 
research through the literature, it should come as 
no surprise that Soviet physicians have many of the 
same major therapeutic agents at hand as their 
Western colleagues. For example, they have the 
antibiotics, such as penicillin and the tetracyclines, 
and the sulfonamides. They employ many of the an- 
esthetics which are in general use in the United 
States. (Because local and regional anesthesia is 
given preference over general anesthesia, the pro- 
caines seem to be in greater demand there than 
here.) And the Russians have a few of the pheno- 
tropic compounds, notably, chlorpromazine. 

Such therapeutic agents are available with about 
the same “prescription-only” restrictions as in the 
United States. One notable exception is orally given 
penicillin, which is widely sold without restrictions. 
But officials in Russia, disturbed over the problems 
associated with indiscriminate use of penicillin, are 
considering withdrawing it as an “over-the-counter” 
item. 

The number of ready-made proprietary prepara- 
tions, of course, is far less than in the United States. 
Pharmacists, we were told, receive sufficient edu- 
cation to make simple diagnoses and to suggest 
proprietary remedies. The only pharmacies are 
state-operated and they are extremely busy. In 
Leningrad we saw 16 pharmacists in one establish- 
ment busily compounding prescriptions at the 
unlikely hour of 11:30 p. m. 

An indication of the scope of the Soviet pharma- 
ceutical industry can bé gained from these figures, 
which, we believe, have never before been made 
available outside the U. S. S. R. In 1956, there were 
12,951 pharmacies in the Soviet Union; 5,926 were 
in cities and the remainder in rural locations. This 
compares with some 52,500 United States operations 
which could be classified as pharmacies. However, 
the Soviet Union had a total of 128,353 pharmacists 
in 1956, compared with 110,567 in the United 
States. The value of “retail sales” of pharmaceutical 
products in the Soviet Union in 1956 was 417,270,- 
(000 rubles. 
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The observation about the number of packaged 
proprietary preparations applies also for the num- 
ber of specialities which are available in a given 
class of compounds. The Soviet pharmaceutical 
industry, which, of course, is entirely controlled and 
directed by the Ministry of Health, will not market 
a range of compounds when one “standard” com- 
pound can be made to do. We were told by officials 
that, given the choice between production of a 
given agent in quantity or refinements either in 
product form or in the range of compounds, the Min- 
istry of Health invariably would choose quantity. 
For example, although Soviet medical workers are 
entirely familiar with the newer corticosteroids, only 
cortisone and hydrocortisone have been made gen- 
erally available. The same applies to phenotropic 
agents; at present only chlorpromazine and rauwol- 
fia compounds are available, although other agents 
—newer phenothiazine compounds and meproba- 
mate—are under clinical study. 

Considering the fact that the Soviet state is at- 
tempting with limited production facilities to pro- 
vide comprehensive medical programs for a vast 
population, the official stand on quantity versus 
multiple variants of compounds is by no means 
surprising. Production equipment is rough and 
ready, but adequate; it is scarcely comparable, how- 
ever, to the highly automated stainless steel equip- 
ment we in the United States are accustomed to. 
Some of the machines appear to have been de- 
signed and built in Eastern Europe. In general, 
product forms could be compared to what was 
produced in the United States in the 1930's and 
early 1940's and are not up to the “finish” found 
currently throughout much of Western Europe. In 
our visits to pharmaceutical research and manufac- 
turing facilities, we were told repeatedly that much 
thought and planning is under way to obtain more 
modern equipment within the next three to five 
years. 

When a new agent is cleared for production, the 
Ministry of Health informs the medical profession 
and the public virtually simultaneously. Simple one- 
page “flyers” are sent to physicians giving the trade 
name, chemical name (using Latin nomenclature ) 
and structure, indications, contraindications, side- 
effects, dosage range, and available dosage forms. 
But, at nearly the same time, the public is informed 
of the new agent via press and television. 

The prime objectives of Soviet medical research 
are identical with those of the West: cancer and 
cardiovascular disease. The scope and kinds of in- 
vestigations are generally similar to those in the 
United States. The programs in fundamental biolog- 
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Top (left), ampul packaging department of Leningrad’s pharmaceutical plant no. 1, founded in the early 18th century by 
order of Peter the Great. This plant employs more than 1,000 workers. Top (right), medicinal plants collected from all sections 
of the Soviet Union being inspected by Drs. Gantt (left) and Nance (third from left). Center (left), visiting Americans observ- 
ing finishing line techniques at a Russian pharmaceutical plant. Center (right), visitors and hosts gathered around bust of Pavlov 
at Pavlov Institute near Leningrad: front row (left to right)— Mr. Grant; Alexander G. Natradze, chemical engineer, member of 
Committee of Public Health, and Director of Pharmaceutical Industries in U.S. S. R.; E. C. Airapetianz, professor of physiology 
at the Institute; Dr. Scull; and Professor Tsubkalo; second row (left to right)—Deputy Director Soloviev, of the Institute; Dr. 
Nance; and Dr. Gantt. On the left of the Pavlov bust is Mr. Roll. Bottom (left), members of Russian team who toured Smith, Kline 
& French Laboratories visiting Philadelphia Museum of Art (left to right): Mariya Dmitriyevna Ushakova, physician and 
biochemist and member of the Institute of Antibiotics; A. G. Natradze; Prof. G. N. Perschin, Deputy Director of All Union 
Scientific Research Chemical-Pharmaceutical Institute, Moscow; S. P. Smiriensky, chief of planning department, Institute of 
Medical Industry; and D. K. Skolaban, chief engineer of Moscow District Medical Production, Ministry of Public Health. Bot- 
tom (right), A. G. Natradze (left) and G. N. Perschin (right) receiving their first impressions of Liberty Bell in Philadelphia. 
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ical research are strongly developed and well sup- 
ported, but we found this to be less true for Soviet 
pharmaceutical research. 

In the field of medicinal chemistry, Russian syn- 
thesis of compounds is qualitatively equal to that 
of Western work. Quantitatively, however, the Rus- 
sians are considerably behind the West. It is our 
observation that, whereas in the West a single me- 
dicinal chemistry laboratory may synthesize 50 or 100 
compounds for evaluation to find the optimal ther- 
apeutic agent, a comparable Russian pharmaceuti- 
cal research institute will synthesize only 5 or 10. 


Pavlovian Methodology 


The most striking difference between fundamen- 
tal biological research in the West and in Russia is 
that, in the U. S. S. R., one name and one approach 
finds its way into virtually every research protocol— 
Ivan Pavlov and the conditioned response. The Pav- 
lov Institute near Leningrad has virtually achieved 
the status of a national shrine of science. The 
rooms Pavlov occupied are kept up as faithfully 
as they were on the day of the Nobel laureate’s 
death in 1936. 

Western science grants that Pavlov contributed 
significantly to psychology and physiology. But 
many Western scientists—indeed, the majority of 
them—feel that Russian science gives too much em- 
phasis to his work. 

Yet a much different impression of the value of 
Pavlovian methodology is gained when one is given 
the opportunity to investigate, at first hand, the 
rationale behind the U. S. S. R.’s emphasis on Pav- 
lov. To begin with, the Russians are far more 
eclectic than would at first appear. Pavlov does 
permeate Russian medical research, but this orien- 
tation is rather like the West’s toward the funda- 
mental biological doctrines of such medical thinkers 
as Bernard and Cannon. At the same time—and this 
is the point to be made concerning the Russians’ 
eclecticism—their scientists are far more familiar 
with Bernard and Cannon than Western scientists 
are with the methods, data, and philosophy of Pav- 
lov and his successors. Thus, emphasis on Pavlov is 
not mere adulation for a hero of science. 

In the United States we too frequently associate 
Pavlovian theory only with conditioning involving 
gross motor responses. We neglect the huge corpus 
involving visceral response and changes because, 
to our thinking, this material seems “foreign.” But, 
although the West may choose to disagree with 
Soviet emphasis on Pavlovian theory, it is wrong for 
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the West to ignore the immense amount of data ob- 
tained by Russian scientific workers who incorporate 
Pavlovian teachings in their research approaches. 
This body of experimental findings ranges from sig- 
nificant work in man and the primates down 
through the orders of life to the bee and the worm. 
Some of the experiments may seem bizarre, but 
they should not be disregarded on this basis. 

One experiment involving the production of hy- 
pertension in primates is an amusing example of 
the ingeniousness of research done in Russia with 
use of an extension of Pavlovian technique. A male 
and a female ape are mated. Subsequently, the male 
is removed to an adjacent cage and a younger, more 
virile male is put in with the female. The first male 
is obliged to look on as his former mate enjoys the 
affections of the interloper. The “emotional” strain 
on the deprived male produces hypertension. 

A second experiment with primates involves 
mother and offspring. The mother is dressed in a 
blanket every time the child is placed with her for 
feeding. Soon the offspring associates “mothering” 
with the blanket and not the mother and is thus lit- 
erally weaned away from the mother and “weaned 
to” the blanket. 

If only because of the ability of Soviet scientists 
to produce, as in the first example, physiological 
states by other than the usual physiological means, 
Western science owes it to itself to pay more atten- 
tion to Russian experimentation. And, as in the 
second experiment, with its “Brave New World” 
overtones, the West cannot afford to ignore work 
which produces behavior of a higher order than 
mere motor reactions to a light or buzzer with nox- 
ious stimuli. 


Summary 


The Soviet Union and the West have common 
research goals. The U. S. S. R. is entirely familiar 
with Western methodology and uses this methodol- 
ogy together with its own experimental approaches 
based on the work of Pavlov. Every class of thera- 
peutic compounds developed by the West is in 
clinical use in Russia. A new emphasis apparently 
has been placed on fundamental biological research, 
and, although Soviet medical science lags quantita- 
tively behind Western science, qualitatively the 
work is comparable. Having been given the oppor- 
tunity to see this experimental work at first hand, 
it is our suggestion that the West pay more atten- 
tion to the data and methods of Russian biological 
science. 
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INTERNAL MEDICINE 


Critical Consideration of Therapy of Myocardial 
Infarct. O. Bayer, H. Maring and J. M. Schmitt- 
Rohde. Deutsche med. Wehnschr. 83:792-796 (May 
2) 1958 (In German) [Stuttgart, Germany]. 


Vascular wall changes of a degenerative or in- 
flammatory nature, slowing-down or obstructive 
retardation of the blood flow, and changes in the 
coagulation process are factors in the development 
of thrombosis. More attention has been given to 
the relationship between the mechanism of coag- 
ulation and the circulatory function since the Amer- 
ican Heart Association in 1948 recommended the 
use of anticoagulants in the treatment of cardiac 
infarcts, but the importance of the rate of flow de- 
serves more attention in the treatment of cardiac 
infarct and in the prevention of its complications 
than has been the case so far. A coronary throm- 
bosis with the consecutive development of a myo- 
cardial infarct frequently leads by way of a reflex 
mechanism to a complicated acute circulatory re- 
action, a shock syndrome. There is a sudden reduc- 
tion in the peripheral circulatory resistance, usually 
combined with a reduction in the beat and minute 
volumes, and this is followed by a decrease in the 
arterial pressure in the systemic circulation with 
the symptoms of collapse. The resulting pressure 
fall in the coronary circulation reduces the speed 
of the blood current, and this, in turn, favors the 
growth of the thrombus and causes obstruction of 
additional vascular branches. These factors em- 
phasize the importance of an optimal blood flow 
speed through the coronary vessels. 

The authors review observations on 350  pa- 
tients with clinically demonstrated heart infarcts. 
The number of infarct relapses and of thrombo- 
embolic complications was greatest in the patients 
who either had a critical reduction of the arterial 
pressure, or in whom the coagulation potential 
had not been reduced by the administration of 
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anticoagulants. The largest majority of the pa- 
tients who died had experienced prolonged _peri- 
ods of collapse. The authors present the histories 
of 2 patients, which illustrate the great importance 
of circulatory factors in cardiac infarct. The first 
patient, who died, had had prolonged cardiac in- 
sufficiency for which no proper treatment had been 
given. In the second patient, the collapse had been 
counteracted promptly with the aid of arterenol 
drip infusion and other measures, and this patient 
recovered. Restoration and maintenance of ade- 
quate blood pressure and suitable reduction of the 
coagulation potential are stressed as vital factors 
in the treatment of cardiac infarct. 


Stokes-Adams Attacks Treated with Corticotrophin. 
J]. W. Litchfield, K. A. Manley and A. Polak. Lancet 
1:935-937 (May 3) 1958 [London]. 


At present only adrenergic substances and atro- 
pine are used in the treatment of Stokes-Adams 
attacks, and they often have no effect on the con- 
dition. The authors report sustained improvement 
after the use of corticotropin in 3 patients with 
Stokes-Adams_ attacks which did not respond to 
conventional treatment. The frequency and_ se- 
verity of Stokes-Adams attacks may change un- 
predictably even in the untreated patient, and 
spontaneous remissions are known to occur. The 
success of any treatment is therefore difficult to 
establish. The authors consider it unlikely that the 
improvement which followed corticotropin therapy 
was due to chance in any of the following cases: 
In case 1 an unstable cardiac rhythm of at least six 
weeks standing was converted to a stable rhythm 
within 6 days of the first injection. In case 2 at- 
tacks which had occurred with a frequency of 1 to 
40 a day for many weeks stopped within a few 
hours of the first injection and recurred twice when 
the dose was reduced. The attacks of syncope in 
case 3 were far less numerous but had been oc- 
curring for 8 weeks, and electrocardiography dur- 
ing the last 12 days had consistently shown grossly 
abnormal conduction. The attacks ceased within 6 
hours of the first injection, and the electrocardio- 
gram rapidly returned to normal. 

The authors mention several previous reports in 
which either corticotropin or cortisone was used 
successfully in similar cases. They used cortico- 
tropin in the 3 patients because it seemed possible 
that the heart block was due to inflammation of 
the bundle of His. The first patient had ankylosing 
spondylitis, a disease in which carditis is known to 
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occur. In the second patient the presence of aortic 
stenosis of rheumatic origin suggested that the 
bundle might be damaged by a rheumatic lesion. 
In the third patient the origin of the heart block 
was more obscure, but malaise, herpes simplex, and 
raised erythrocyte sedimentation rate all pointed 
to infection as an underlying cause. 


Polycythemia with Papilledema and Infratentorial 
Vascular Tumors. G. F. Starr, C. F. Stroebel and 
T. P. Kearns. Ann. Int. Med. 48:978-986 (May) 1958 
[Lancaster, Pa.]. 


Of 106 patients with infratentorial vascular 
tumors who were operated on at the Mayo Clinic, 
38 (36%) had hemoglobin values greater than 15 
Gm. per 100 cc. of blood. Eleven of these patients 
had hemoglobin values greater than 18 Gm. per 
100 cc.; 10 of these had papilledema. The vascular 
tumors in these patients were of the hemangioendo- 
thelioma type, and both cystic and solid tumors 
were observed. In patients with increased hemo- 
globin level and papilledema, the possibility of a 
vascular tumor in the posterior fossa must be ex- 
cluded before the papilledema is attributed to 
polycythemia alone. The incidence of absolute poly- 
cythemia secondary to cerebellar vascular tumors 
must be relatively rare. Four of the 11 patients had 
blood volume determinations; of these, 1 had abso- 
lute secondary polycythemia, 1 had a_ borderline 
absolute secondary polycythemia, and 2 had rela- 
tive polycythemia. The mechanism of production 
of polycythemia in patients with these tumors is 
not known. That such an association exists is sup- 
ported by the fact that the hematological findings 
became normal in 6 of the 11 patients after opera- 
tion. Three of the remaining patients died in the 
immediate postoperative period, and data were, 
therefore, not available. A similar return to normal 
of the hemoglobin level and of the erythrocyte 
count occurred in 15 of the 26 patients whose 
cases were collected from the literature. The neces- 
sity of studies of blood volume in the accurate 
documentation of these cases is stressed, since in- 
fratentorial vascular tumors are an adequate cause 
of relative polycythemia. 


Acute Rheumatic Fever: A Study of 132 Cases in 
Young Adults. R. C. Bates. Ann. Int. Med. 48:1017- 
1025 (May) 1958 [Lancaster, Pa.]. 


The author reports the clinical manifestations of 
acute rheumatic fever in 132 men, between the 
ages of 17 and 28 years, in military service who 
were treated at the naval hospital in Great Lakes, 
Ill., between 1944 and 1956. The patients, on ad- 
mission, were placed in bed and were given 300,- 
000 units of procaine penicillin G intramuscularly, 
daily for 10 days, to eliminate streptococci. Aspirin 
in divided doses totaling 6 Gm. daily was given for 
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the first 2 days, and 4 Gm. daily thereafter. Pa- 
tients with carditis were given cortisone, in addi- 
tion to aspirin, in a dose of 300 mg. the first day 
and 200 mg. daily thereafter until all manifesta- 
tions apparent at the bedside had subsided; the 
dose, then, was gradually reduced over the next 3 
or 4 weeks. Notable was the complete absence of 
chorea, heart failure, cardiac enlargement, or 
deaths. In contrast to patients with rheumatic fever 
reported on by other workers, all these patients 
had objective arthritis at some time during their 
course. Other manifestations of rheumatic fever 
were anemia in 24 (18.2%), albuminuria in 11 
(8.3%), pulmonary infiltration in 4, abdominal pain 
in 3, and a pericardial rub in 1. Petechiae occurred 
in 6, erythema nodosum in 2, and herpes simplex 
in 1. The most significant association of persistence 
of organic heart murmurs was that with fever. Per- 
sistent organic murmurs necessitating discharge 
from military service occurred in 37 patients (28%). 
One hundred four patients (78.8%) were hospital- 
ized for less than 60 days until they were able to 
return to full duty. 

Prompt diagnosis and hospitalization, with early 
abolition of streptococci by the administration of 
penicillin, resulted in a more benign course of the 
disease and a shorter period of disability but did 
not materially reduce the incidence of valvulitis. 
Attempts to identify features of the illness that 
accompany valvulitis were unrewarding, and val- 
vulitis was found to be an early feature of the 
disease in most cases. These observations suggest 
that valvulitis may be entirely separate from all 
other clinical features of rheumatic fever and may 
not be entirely prevented by any currently known 
method of therapy. No evidence was found that 
rest in bed beyond the period of acute carditis is 
of any value in determining the final outcome, or 
that prolonged rheumatic activity leads to greater 
heart damage in patients in this age group. 


Musculoskeletal Manifestations of Systemic Lupus 
Erythematosus, Polyarteritis Nodosa, Dermatomyo- 
sitis and Diffuse Scleroderma. W. M. Mikkelsen, 
H. A. Zevely, N. H. Chatelin and I. F. Duff. 
J. Michigan M. Soc. 57:715-721 (May) 1958 [St. 
Paul]. 


The authors report on 50 patients with collagen 
or connective tissue disease who died at the Uni- 
versity of Michigan Hospital in Ann Arbor, and 
on whom autopsies were performed. Of these, 21 
had systemic lupus erythematosus, 18 had _ poly- 
arteritis nodosa, 5 had dermatomyositis, and 6 had 
diffuse scleroderma, as confirmed by autopsy. In 
these patients, musculoskeletal manifestations oc- 
curred commonly and frequently, which resulted 
in confusion with rheumatoid arthritis and rheu- 
matic fever. Musculoskeletal symptoms were the 
initial manifestation in 8 (38%) of the 21 patients 
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with lupus erythematosus and occurred ultimately 
in 18 (86%) of this group. Arthralgia and/or my- 
algia was unaccompanied by objective joint findings 
in 7 patients (33%). Objective evidence of synovitis 
was observed in 11 patients (52%). Physical findings 
in regard to the joints were sufficiently severe and 
persistent in 5 of these patients to suggest rheuma- 
toid arthritis, while the migratory pattern of joint 
involvement was suggestive of rheumatic fever in 4. 
The correct diagnosis was usually suggested by 
one or more of the following findings: discrepancy 
between the severity or course of articular and 
extra-articular manifestations; erythematous erup- 
tions of the face; serous membrane involvement 


with effusion; evidence of renal impairment; con- 


vulsions; toxic psychoses; clinical evidence of car- 
diac disease; false-positive reactions of the patients’ 
blood to serologic tests for syphilis; leukopenia; 
and presence of L. E. cells. 

Musculoskeletal manifestations represented the 
mode of onset in 4 (22%) of the 18 patients with 
polyarteritis nodosa. Although such symptoms were 
noted at some time in 10 patients (55%), in only 4 
22%) were objective changes in the joints de- 
scribed, which caused confusion with rheumatoid 
arthritis in 2 and with rheumatic fever in the other 
2. The diagnosis of polvarteritis nodosa should be 
suspected when eosinophilia in excess of 25% de- 
velops in a patient with bronchial asthma or when 
marked systemic or other symptoms, not readily 
explained on the basis of the original diagnosis, 
occur in a patient with hypertensive renal disease 
or apparent rheumatoid arthritis. The following 
signs and symptoms occurred with some frequency 
in this group of 18 patients and should also sug- 
gest the diagnosis: peripheral neuritis; abdominal 
pain; peptic ulcer; unexplained gastrointestinal 
bleeding; hypertension; nodular or necrotizing skin 
lesions; abnormal urinary findings; intermittent 
testicular pain; LoefHler’s syndrome; roentgenologic 
evidence of diffuse granular disease of the lung; 
persistent unexplained polymorphonuclear Jeuko- 
cytosis; or a recent history of serum sickness or re- 
action to sulfonamide compounds or penicillin. 

Subjective musculoskeletal involvement occurred 
in 3 (60%) of 5 patients with dermatomyositis. Al- 
though flexion contractures occurred in 2, differ- 
entiation from rheumatoid arthritis was possible 
because of the absence of the usual physical signs 
of inflammatory intra-articular disease. As the dis- 
ease progressed in these patients, muscular atrophy 
and weakness eventually far exceeded that ob- 
served in the other patients of this series. All 6 
patients with diffuse scleroderma had musculoskel- 
etal complaints; in 5 (83%) these represented the 
mode of onset. Although some degree of flexion 
deformity occurred in all the patients, differentia- 
tion from rheumatoid arthritis was again made 
possible by lack of evidence of inflammatory in- 
volvement of joints. The possibility of a connective 
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tissue disease, and particularly of systemic lupus 
erythematosus, should be considered in patients 
with apparent rheumatoid arthritis, whose cases are 
atypical or associated with multiple system involve- 
ment. 


Carcinoma and Ulcerative Colitis: A Clinical and 
Pathologic Study: I. Cancer Deaths. M. B. Gold- 
graber, E. M. Humphreys, J. B. Kirsner and W. L. 
Palmer. Gastroenterology 34:809-839 (May) 1958 
[Baltimore]. 


This paper is a report on 14 patients, of whom 
12 died of colonic cancer and 2 of rectal carcinoma, 
among, a total of 86 patients who died from various 
causes. On the basis of these 14 patients, carcinoma 
of the large intestine complicating chronic ulcera- 
tive colitis appears to have the following charac- 
teristics: 1. It occurs at an earlier age than “ordi- 
nary” colonic cancer. 2. It arises after an average 
duration of symptoms of ulcerative colitis of 17 
vears. 3. It has a tendency to a more diffuse dis- 
tribution throughout the colon. 4. It often presents 
a linitis plastica type of lesion and a multiplicity 
of sites of origin. Because of the underlying disease 
there are difficulties, both clinically and roent- 
genologically, in the diagnosis of the carcinoma. 
The rectosigmoid stump left behind after colectomy 
was the site of cancer in 2 patients. The carcinoma 
may arise in an atrophic as well as in a hyperplastic 
tvpe of mucosa. 


A Mild Form of Leptospirosis Due to Leptospira 
Canicola: Report of 3 Cases in Children. M. Yow 
and A. Megarity. Texas J. Med. 54:308-312 (May) 
1958 [Austin]. 


The authors report 3 children in whom lepto- 
spirosis was diagnosed in Houston during the past 
vear. Two were 13-year-old boys, and 1 was a 
5-year-old boy. The infections were mild and were 
traced to Leptospira canicola by agglutination lysis 
tests. The infections presented as aseptic menin- 
gitis in 2 patients and fever of unknown origin in 
the third. The most striking manifestations in these 
patients were fever, extreme myalgia, gastroin- 
testinal upset, and central nervous system involve- 
ment. The myalgia in all 3 was most marked in the 
lower extremities. The signs of central nervous 
system involvement varied from nuchal rigidity to 
mental confusion. Two patients had skin lesions of 
maculopapular or morbilliform type. None of these 
children was jaundiced, and bilirubin determina- 
tions on 2 of them were within normal limits. Anti- 
biotic therapy did not appear to alter the course of 
the disease, and the duration of illness was 7 days 
in 1 case and 10 days in the other 2. There were no 
sequelae in 2 patients, and there was no follow-up 
on the third. Two of the children had dogs for 
pets; however, the animals were not available for 
study. 
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Leptospiral disease due to Leptospira canicola 
is not considered a common disease in Texas, but 
the circumstances exist for human infection, since 
leptospiral disease in the dog is frequently reported 
in this area. The milder forms of human lepto- 
spirosis may be misdiagnosed because of their 
variable symptomatology. Serodiagnostic tests for 
this disease are available, and emphasis should be 
placed on their use in the differential diagnosis of 
benign aseptic meningitis, infectious hepatitis, and 
fever of unknown origin. There is no specific treat- 
ment for leptospirosis. Prevention of leptospiral 
infection in the animal host offers the most prac- 
tical approach to the problem in man. The or- 
ganism is excreted in the urine of the infected dog 
during the disease and for as long as 6 months after 
the active disease. Man acquires the infection by 
intimate contact with the animal host or by con- 
tact with damp soil or water contaminated with 
infected excreta. The only known route of human 
infection is through abrasions in the skin or through 
intact mucous membranes of the eye and naso- 
pharynx. 


Vascular Disease in Diabetes Mellitus: The Im- 
portance of the Obesity Factor. A. J. M. Campbell. 
Scottish M. J. 3:199-204 (May) 1958 [Glasgow]. 


The author investigated the incidence of vascular 
lesions in diabetic patients, with special reference 
to the possible etiological significance of coexistent 
obesity. The investigation was focused on diabetic 
retinopathy and degenerative heart disease, these 
being considered as representative of the 2 types 
of vascular disease, specific and nonspecific, po- 
tentially present in any diabetic patient. Two groups 
of persons, all 40 years of age and older, were 
investigated. The first group consisted of diabetic 
patients selected at random from those attending 
a diabetic clinic. There were 156 such patients, 116 
women and 40 men. They were divided into those 
who were 6% or more above average weight (the 
overweight group) and those of average normal or 
subnormal weight. There were 81 in the former 
and 76 in the latter group. A control group, num- 
bering 162—104 women and 58 men—similar in age 
to the diabetic group, was selected to obtain a cross 
section of the general population. 

A total of 30 diabetic patients, 24 women and 6 
men, were found to have retinopathy. While there 
was no definite correlation between the patient's 
age and the frequency of this lesion, the incidence 
of the retinopathy did increase with the duration 
of the diabetes both in women and in men. Where- 
as diabetic retinal lesions were found in 10.8% of 
those who had had diabetes for less than 5 years, 
it was found in 34.4% of those who had had diabetes 
longer. The weight of the patient, however, did 
not significantly influence the development of ret- 
inopathy. Of the 81 overweight patients, 20.9% 


MEDICAL LITERATURE ABSTRACTS 2127 


had retinal lesions, and of the remaining 76 pa- 
tients, normal or below normal in weight, 17.1% 
had retinal lesions. 

To ascertain the presence of degenerative heart 
disease, electrocardiographic records were ob- 
tained in both diabetic and control groups of pa- 
tients. A total of 63.7% (97) of the diabetic patients, 
compared with 35.8% (58) of the control subjects, 
were found to have abnormal tracings. This excess 
of abnormal electrocardiograms in the diabetic 
series is statistically significant. In both groups 
there was a steady rise with age, but the diabetics 
showed a higher incidence in each decade. It is 
believed that significant reduction in cardiovascular 
morbidity and mortality can be achieved by weight 
reduction in overweight diabetic patients. 


Atypical Manifestations of Gout. E. Coodley. Cali- 
fornia Med. 88:375-379 (May) 1958 [San Francisco]. 


Because the classic picture of gouty arthritis is 
so well known, there is danger of missing the diag- 
nosis in atypical cases of this disease. The author 
presents the history of 5 patients with an atypical 
form of gout. The first patient was a 37-year-old 
woman who complained of painful swelling of both 
hands, recurring every few weeks and lasting sev- 
eral days each time. These symptoms had been 
present for 5 years. There had been 1 episode of 
swelling of the left foot 3 years before, but never 
any involvement of the big toe of either foot. The 
only significant laboratory finding was the serum 
uric acid concentration, 6.6 mg. per 100 cc. Roent- 
gen-ray studies showed multiple cyst-like rarefac- 
tions at the metacarpophalangeal joints and also 
at the metatarsophalangeal joints. The patient was 
treated with colchicine orally at the next attack, 
with prompt relief of symptoms. The second pa- 
tient, a 64-year-old woman, had nodular swelling, 
slight tenderness, and moderate limitation of motion 
in both hands. Both elbows had subcutaneous 
subolecranon nodules. In the right ear lobe a small, 
firm, nontender nodule was palpated. Serum uric 
acid content was 7.7 mg. per 100 cc. 

The third patient, a 1ll-year-old girl, had pain 
and swelling in the left first metatarsophalangeal 
joint, lasting several days, then spontaneously dis- 
appearing but recurring several months later. An 
aunt and an uncle of the patient had had gout. The 
plasma uric acid content was 7.7 mg. per 100 ce. 
A 52-year-old woman had acute painful swelling 
of the right wrist, which had persisted 4 days, with 
redness, local tenderness, and limitation of motion 
by pain; a similar episode had occurred several 
months before. This patient, like the 5th one, a 32- 
year-old man, subject to periodic swelling of both 
ankles and once of the large toe, had elevated 
plasma uric acid levels. In this last patient the 
differentiation of episodic rheumatoid arthritis from 
gouty arthritis proved difficult. Increase in uric 
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acid, response to therapy, and a negative result on 
hemagglutination test made the diagnosis of gouty 
arthritis more probable. 


The Present Status of the Treatment of Chronic 
Ulcerative Colitis with Steroid Hormones. B. D. 
Rosenak, R. D. Pickett, H. D. Van Vactor and 
others. Gastroenterology 34:879-891 (May) 1958 
[Baltimore]. 


The authors report the results of treatment with 
corticotropin and the steroid hormones given to 60 
patients with ulcerative colitis. There were 35 acute 
cases, 20 of which represented primary or initial 
attacks and 15 acute exacerbations of preexisting 
disease. Of the 25 chronic cases, 11 were consid- 
ered to be severe and 14 to be of moderate severity. 
The criteria for this classification consisted pri- 
marily of the degree of fever, number and _ fre- 
quency of stools, weight loss, bleeding from the 
intestine, and other clinical signs. Corticotropin 
alone was used in treating 10 patients, but most of 
the patients were treated initially with cortico- 
tropin in doses of from 20 to 40 mg. of aqueous 
corticotropin given intravenously in 500 to 1,000 
cc. of 5% glucose in distilled water over a period of 
6 to 10 hours, or 25 to 50 mg. given intramuscularly 
at 6-hour intervals for from 4 to 14 days, after 
which the patients were given maintenance doses 
of cortisone (25 mg., 1 to 4 times daily) or predni- 
sone (2.5 to 5 mg., 1 to 4 times daily). Thirty pa- 
tients were treated in this manner for periods rang- 
ing from 14 to 455 days. Only 5 patients were 
treated with prednisone alone. These patients were 
started on 30 to 40 mg. in 3 or 4 equal doses daily 
for from 2 to 5 days, and the dosage was then 
gradually reduced to from 5 to 15 mg. a day in 
divided doses. 

Remission of the disease occurred in 32 of the 
60 patients treated by these methods. Fifteen of the 
patients were somewhat improved, 6 remained un- 
improved, and 7 died (11.6%). The duration of the 
remissions lasted from 2 months to 4 years and 
averaged 17 months. Of the 35 patients in whom 
the disease was acute, 19 went into remission on 
treatment, with the duration of the asymptomatic 
state averaging 19 months. Thirteen of the 25 pa- 
tients with chronic ulcerative colitis had remissions 
averaging 10 months in duration. Of the 32 patients 
who went into remission, 10 suffered a relapse 
within 6 months after termination of the hormone 
therapy, and another 10 relapsed after six months. 
Eleven of the 20 who relapsed responded to treat- 
ment with steroids, 7 did not respond, and 2 were 
not retreated. There was no relation between the 
type of hormone therapy used and the incidence 
of relapse. 

At the time when treatment with steroid hor- 
mones was started, most of the patients were in a 
period of severe exacerbation of the disease with 
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fever and severe diarrhea. A few had experienced 
moderate bleeding and several had developed anal 
complications; but none had _ perforation, giant 
ulceration, or massive hemorrhage before _treat- 
ment. The most frequent complication, which con- 
sisted of involvement of the anus with abscess or 
fistula, was observed in 28% of the patients; this 
was higher than anticipated and may _ indicate 
aggravation resulting from hormone treatment. 
Hemorrhage, severe enough to cause symptoms of 
shock, was seen in 10 patients, or 17% of the total. 
Thus, the frequency of severe hemorrhage seems 
to be greater than usual in this disease. Acute manic 
psychoses considered to be attributable to the 
therapy occurred in 10 patients (17%), and depres- 
sion occurred in an additional 12%. Giant ulceration 
of the colon was observed in 7 (12%). Perforation 
of the colon was observed in 7 (12%). Two compli- 
cations which are associated with steroid therapy, 
namely, hypokalemia and adrenal insufficiency, 
were seen in 11 and § patients respectively. Peptic 
ulcer developed in 8 patients while they were on 
steroid therapy. Perforation occurred in 2 of these: 
1 was operated on and recovered; 1 died and was 
found on postmortem examination to have multiple 
perforations of gastric and jejunal ulcers with peri- 
tonitis, which had not been recognized clinically. 
All 7 of the patients who died were acutely ill 
when hormone treatment was started. They were 
not benefited by these drugs, and in some way the 
use of the hormones complicated the course of the 
disease and may have hastened death. 

The authors believe that the steroid prepara- 
tions should not be used routinely in patients with 
chronic ulcerative colitis, but that they should be 
reserved for those (1) who have acute fulminating 
disease, (2) who are not improving on routine 
medical treatment, (3) who have complications, 
such as arthritis or uveitis, and (4) who must un- 
dergo surgical procedures, particularly if they have 
had a previous trial of hormone therapy. In such 
cases these agents may assume a primary role in 
treatment. 


Malignant Lymphomas and Leukemias. D. S. Car- 
roll. J. Louisiana M. Soc. 110:154-160 (May) 1958 
[New Orleans]. 


The author differentiates the following groups 
of malignant lymphomas: (1) giant follicular lym- 
phoma, (2) lymphosarcoma, (3) reticulum-cell sar- 
coma, and (4) Hodgkin’s disease. Giant follicular 
lymphoma, or Brill-Symmers disease, differs from 
the other lymphomas in its slowness of growth, its 
tendency to remain quiescent for longer periods, 
and the frequency with which it appears as a soli- 
tary lesion. Retroperitoneal lymph nodes are com- 
monly involved, and, unlike lymphosarcoma, in- 
volvement of the gastrointestinal tract or tonsils is 
infrequent. Because of the relatively benign course 
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and slow development, the disease is frequently 
rather far-advanced when first seen. Histologically, 
there is a numerical and dimensional increase in 
the lymph-node follicles. The condition is radia- 
tion-sensitive, and the majority of patients live for 
5 years. Survival for 10 years and even longer is 
not infrequent. In lymphosarcoma of the lympho- 
cytic-cell type the predominant tumor cell is a 
small cell that is slightly larger than a small lym- 
phocyte. The involved lymph nodes are replaced by 
yellowish gray homogenous cellular tumor. The 
architecture of the node is erased, and the tumor 
grows in the surrounding loose perinodal tissues. 
Lymphosarcoma exhibits great variation in the 
organs involved but is not necessarily a generalized 
disease. The primary lesion may be in the naso- 
pharynx or in the tonsil, and, from a standpoint of 
treatment and prognosis, it may behave as a 
localized disease. 

Reticulum-cell sarcoma may involve any tissue 
of the body, but it seems to involve bone more 
often than do the other types of malignant lym- 
phoma. The characteristic cell is larger than the 
lymphocytic cell of lymphosarcoma. This tumor 
may appear as a solitary bone lesion, and in such 
cases the prognosis is relatively good. Hodgkin's 
disease is perhaps the commonest of the malignant 
lymphomas and is seen frequently in young adults. 
It is twice as common in men as in women. Clini- 
cally one can divide Hodgkin's disease in to 3 
different forms: (1) a chronic form with slow de- 
velopment, in which the peripheral or purely 
lymphatic manifestations predominate; (2) an inter- 
mediate form, which includes about half of the 
cases, with faster development and early visceral 
manifestations; and (3) an acute form with early 
anemia, rapid weight loss, and early demise. The 
most frequent first symptom of Hodgkin's disease 
is a painless enlargement of a peripheral lymph 
node. Biopsy is essential to diagnosis. All forms of 
lymphoma respond to irradiation. Nitrogen mus- 
tard can be of great help, particularly in the patient 
with Hodgkin's disease. 

Leukemia can be considered a malignant neo- 
plastic disease of the hemopoietic organs, involving 
primarily the bone marrow and the lymphatic and 
reticuloendothelial systems. Essentially it consists 
of an acquired inability of immature leukocytes to 
respond to forces normally regulating their prolifer- 
ation and maturation. The author considers the 
common chronic varieties of leukemia only, since 
acute leukemia is never successfully treated by 
radiation therapy. From his own experiences in the 
management of chronic leukemia, he stresses the 
following: 1. The least amount of radiation that will 
produce adequate relief of symptoms is the best 
dosage. 2. Retreatment should be instituted when 
the blood count just begins to increase, when 
anemia begins to become slightly more severe, 
when the basal metabolic rate begins to increase, 
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or when the patient begins to show fatigue, anor- 
exia, loss of weight, or bone pain. 3. Reliance should 
not be placed exclusively on irradiation; blood 
transfusions are of tremendous value, and iron 
therapy is often helpful. 


Treatment of Lymphaic Leukemia and Other Ma- 
lignant Leukoses with Radioactive Bismuth. J. T. 
van der Werff and C. A. M. Haanen. Nederl. 
tijdschr. geneesk. 102:625-630 (March 29) 1958 (In 
Dutch) [Amsterdam]. 


The therapeutic use of radioactive bismuth was 
first discussed at the second conference on radio- 
isotopes at Oxford in 1954. Radioactive bismuth is 
a product of the cyclotron, not of the nuclear re- 
actor. The atoms of the radioactive bismuth are not 
all identical, but the bismuth citrate in isotonic 
solution represents a mixture of the 4 radioactive 
isotopes, Bi?’*, Bi’’’, and Bi*’’. These have 
different half-lives, but all 4 emit gamma rays. The 
chief component is Bi*’’ which accounts for about 
80% of the radioactive energy. The citrate suspen- 
sion of the radioactive bismuth is always mixed 
with a 5% suspension of active charcoal. After 
intravenous injection of the suspension, the char- 
coal particles, and with them the radioactive bis- 
muth particles, are carried to the reticuloendothelial 
cells of liver, spleen, and lymph nodes. 

The authors used radioactive bismuth and char- 
coal suspension in 84 patients with lymphatic leu- 
kemia and other forms of malignant reticuloses. 
Thirty-nine of these patients, for whom 8 or more 
months had elapsed since the radioactive bismuth 
therapy, were subjected to a thorough examination. 
It was demonstrated that healthy bone marrow is 
hardly affected by this treatment, and there were 
no signs of damage to liver or kidneys. A complete 
remission was obtained in all cases of lymphatic 
leukemia, except those which were in the final 
stage. Unexpected improvement or complete re- 
mission was also seen in a number of patients 
suffering from other malignant reticuloses. From 
these results it may be concluded that radioactive 
bismuth is a valuable aid to therapy. 


SURGERY 


Carotid Ligation for Intracranial Aneurysm: A 
Follow-Up Study of 54 Patients. W. G. Hardy, 
L. M. Thomas, J. E. Webster and E. S. Gurdjian. 
J. Neurosurg. 15:281-289 (May) 1958 [Springfield, 
Hl.]. 


The authors report the results of a 1-to-13-year 
follow-up study of 53 patients with intracranial 
aneurysm treated by ligation of the carotid artery 
in the neck, and of 1 patient with aneurysm of the 
internal carotid in the neck which was excised. 
Carotid ligation was a primary procedure and was 
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not the result of a hemorrhagic complication occur- 
ring during an intracranial operation. Thirty-six of 
the aneurysms were in the distribution of the in- 
ternal carotid and middle cerebral arteries; 7 were 
on the posterior communicating and posterior cere- 
bral arteries; and 11 were in the distribution of the 
anterior cerebral artery. Four of the 54 patients 
became paralyzed postoperatively. The aneurysms 
were located distal to the internal carotid artery 
in 3 of these cases and on the internal carotid in 1 
case. Seven patients have died. Three died of re- 
current hemorrhage after ligation. Two of these 
had aneurysms on the circle of Willis; the third 
had multiple lesions of the internal carotid and 
anterior cerebral arteries. The patients with com- 
plication or repeated hemorrhage had aneurysms 
located predominantly distal to the internal carotid 
artery. Forty-two patients are working, and 3 are 
unable to work. Recurrent symptoms since ligation 
have been mild and infrequent. Although this is a 
selected group of cases, it appears that carotid 
ligation in the neck is of value in the treatment of 
intracranial aneurysms, particularly those of the 
internal carotid artery. 


Results of Surgical Treatment of Intracranial Me- 
tastasis from Pulmonary Cancer: Report of a Case 
with Five-Year Survival. L. Bakay. J. Neurosurg. 
15:338-341 (May) 1958 [Springfield, Il.]. 


In the 10 vears between 1945 and 1955, 64 pa- 
tients with intracranial metastases of known primary 
site were operated on on the neurosurgical service 
of the Massachusetts General Hospital, Boston. A 
seemingly complete removal of the lesion was per- 
formed in 50 patients, partial resection in 8, and 
decompression alone in 6. The primary tumor was 
situated in the lung in 27 patients (42%). The sur- 
vival of patients with metastasis from the lung was 
very short. Four patients, who had had previous 
pulmonary resection, did not fare better than those 
who had had no pulmonary surgery. About half of 
the entire group of patients died within 4 weeks, 
and all but 2 of the others in less than 6 months. 
One patient lived 10 months and was able to work 
for the first 7. Only 1 patient lived for 5 vears, and 
his history is presented in detail. 

The man, who was hospitalized in Octover, 1951, 
had been a heavy smoker and had a “cigarette” 
cough. Five weeks before admission he coughed 
up a small amount of blood. Marked papilledema 
was observed in both eves. In spite of occasional 
unsteadiness and clumsiness of the left hand, he 
performed tests of coordination quite well. Films 
of the chest demonstrated a mass, about 5 cm. in 
diameter, surrounding the upper portion of the root 
of the left lung and radiating anteriorly and supe- 
riorly into the anterior and apical segments of the 
left upper lobe. Through the bronchoscope a papil- 
lary carcinoma was seen. Encephalography sug- 
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gested that the patient might have 2 brain lesions. 
Ventriculography indicated a lesion in the right 
parietal lobe. Parietooccipital craniotomy was per- 
formed on the right side, and a walnut-sized solid 
tumor was removed from the parietal lobe. The 
tumor proved to be a metastatic papillary adeno- 
carcinoma. The postoperative course was favorable. 
In December, 1951. some pain had developed over 
the left 5th rib. Roentgenograms of the chest re- 
vealed further progress of pneumonitis and further 
collapse of the left upper lobe. However, on bron- 
choscopy the tumor still looked resectable. Lobec- 
tomy was rejected, and roentgen-ray treatment to 
the lung lesion was decided upon, partly on account 
of the limited pulmonary function and because a 
metastasis had already been removed and_ there 
was some evidence suggesting another metastasis 
in the left temporal area. An estimated dose of 
3,000 r was delivered to the left upper pulmonary 
lobe. The lung tumor resolved, leaving a_ lineal 
scar, Which showed no change during the subse- 
quent years. Hemoptysis ceased; the patient gained 
weight and looked well. 

In March, 1956, however, the patient became 
blind and occasionally disoriented, and in the sec- 
ond half of 1956 he showed increasing signs of 
psychosis. He died on Jan. 27, 1957. At autopsy 
exploration of the bronchial tree revealed no evi- 
dence of tumor. Brain lesions included a cyst in the 
right cerebral hemisphere and a tumor in the left 
hemisphere. The author feels that the outlook for 
patients with cerebral metastasis from broncho- 
pulmonary cancer is poor despite the fact that such 
a metastasis is not infrequently solitary. However, 
resection of the metastasis when situated in a non- 
vital part of the brain, followed by pulmonary re- 
section or energetic radiation of the lung lesion, is 
indicated, because in occasional cases it can prolong 
useful life for a considerable length of time. 


Chemopallidectomy and Chemothal tomy. I. S. 
Cooper and G. Bravo. J. Neurosurg. 15:244-250 
(May) 1958 [Springfield, I].]. 


The authors list criteria by which to judge a 
neurosurgical technique, the aim of which is to 
produce a lesion deep in the brain for the allevia- 
tion of hyperkinetic disorders. They feel that their 
method of chemopallidectomy via convexity 
approach meets these demands. A pneumoencephal- 
ogram is pertormed prior to operation. A line (line 
C) is drawn on the scalp, which represents a plane 
5 mm. behind the foramen of Monro. This line 
remains visible throughout the operation and serves 
as 1 of the 2 important external landmarks for 
orientation. A trephine opening is placed 5.5 cm. 
from the midline directly on line C. The chemo- 
pallidectomy guide is placed on the scalp and 
fixed so that the cannula holder is poised above the 
trephine opening on line C, thus insuring that the 
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cannula will be introduced into the brain in a plane 
5 mm. behind the foramen of Monro. The second 
external landmark is the inner canthus of the ipsi- 
lateral eve. The cannula is placed in the guide, and 
the top of the cannula is directed toward the inner 
canthus of the eye. The cannula is than pushed 2 
cm. into the brain substance. At this point it is 
necessary to switch to the internal pneumoen- 
cephalographic landmarks. A lateral roentgenogram 
and an anteroposterior roentgenogram of the skull 
are developed on Polaroid film, so that the pictures 
become available in 50 seconds. When the cannula 
is aimed at the proper points, it may then be placed 
at its proper depth, which is at the level of the 
middle of the third ventricle. This is usually 6.5 cm. 
beneath the cortex. A balloon at the end of the 
double-lumen cannula is inflated by injection of 
Hypaque into the lumen leading to this balloon. 
This provides 2 functions: 1. It forms a cavity for 
later injection into the brain, thereby preventing 
any spread or reflux of the neurolytic agent. 2. It 
provides a physiological lesion in the globus, which 
temporarily alleviates contralateral tremor and 
rigidity when the cannula has been properly local- 
ized. The cannula is fixed in place, and the patient 
is returned to his room, allowing the cannula to 
remain indwelling in the brain for later gradual 
infliction of the lesion. 

The series of alcohol or Etopalin injections are 
begun 24 to 48 hours after surgery. The intracere- 
bral balloon is deflated, and the first alcohol injec- 
tion is given. All injections are carried out with the 
patient in a sitting posture after the position of the 
cannula has been checked roentgenographically. 
Alcohol in doses of 0.5 to 0.7 ce. is injected 2 or 3 
times over a period of 7 days. The neurolytic agent, 
alcohol, is mixed with iophendylate, so that the 
production of the lesion may be followed roent- 
genographically. The end-point is reached when 
the desired clinical result is achieved and when the 
roentgenographic appearance of the lesion seems 
adequate. If, 1 week after surgery, the symptoms 
are not adequately relieved, the patient is returned 
to the operating room, and a second cannula is 
placed by hand, usually approximately 7 to 13 mm. 
behind the first. A second lesion is then placed in 
the brain at this location, and almost invariably 
the summation effect of these 2 lesions will produce 
the desired result. 

In their last 200 procedures the authors have 
placed the initial lesion in the thalamic location. 
This lesion is located slightly behind the midway 
point between the posterior margin of the foramen 
of Monro and the pineal gland. The use of this 
thalamic lesion is to be preferred to the pallidal 
lesion for relief of Parkinsonian tremor. Moreover, 
it is also effective in relieving rigidity. The authors 
performed more than 650 chemosurgical interven- 
tions for tremor and rigidity of Parkinsonism. They 
found that chemopallidectomy and/or chemothal- 
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amectomy in properly selected cases will provide 
lasting alleviation of tremor and rigidity in more 
than 80% of the cases of Parkinsonism. The mor- 
tality rate was 2.4%, and the incidence of lasting 
hemiplegia was 2%. 


Clinical Aspects of Endangiitic Aortic Thromboses. 
G. Carstensen. Deutsche med. Wchnschr. 83:796- 
799 (May 2) 1958 (In German) [Stuttgart, Germany]. 


Endangiitic aortic thrombosis may originate on 
the vascular wall or as a sequel of an ascending 
thrombotic process on the basis of a unilateral or a 
bilateral occlusion of the iliac or femoral arteries. 
In advanced cases it is frequently impossible to 
differentiate thromboangiitis (endangiitis) obliterans 
(Winiwarter-Buerger’s disease) clinically or histo- 
logically from the atheromatous form of arterio- 
sclerosis (known also as arteriosclerosis obliterans). 
The differentiation between aortic thrombosis and 
obliteration of the iliac arteries is not only of theo- 
retical interest but also of therapeutic importance. 
Relatively limited occlusion, for instance, in the 
external iliac artery is sometimes amenable to sur- 
gical treatment. Angiography permits evaluation 
of the function of certain parts of the vascular 
system. In aortic thrombosis, serial aortograms, and 
possibly aortography of the femoral artery, may be 
necessary. If pulsation is lacking in the inguinal 
region, an occlusion of the iliac vessels is first sus- 
pected. The author gained the impression that the 
development of hypertension is indicative of throm- 
bosis of the aorta. 

The author describes the history of a patient in 
whom the development of total obliteration of the 
aorta could be observed by means of aortography 
over a period of 2% years. The patient had a gen- 
eralized thromboangiitis obliterans that was pro- 
gressive. When he was 50 years of age, there first 
appeared disturbances of the peripheral circulation 
which, despite periarterial and lumbar sympathec- 
tomy, subsequently required an amputation of the 
right thigh. The diagnosis could be verified by 
histological studies. The blood pressure was still 
normal at this time. Four years after the onset of 
the circulatory disturbance, the patient experienced 
symptoms of intermittent claudication on the left 
side, which was treated by lumbar sympathectomy 
on that side. After an additional 4 years, aortog- 
raphy revealed a narrowing of the aorta and pads 
in the intima of the iliac vessels on the right side 
as well as closure of the iliac vessels on the left 
side, including the femoral artery. At this time 
blood pressure was still normal. After another 3 
years a new aortogram revealed a_ total aortic 
thrombosis immediately below the branching-off 
of the renal arteries. The ostiums of both renal 
arteries showed stenosis. Now hypertension existed 
—195/105 mm. Hg. In view of the generalized 
character of the lesion, only conservative therapy 
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was considered. The prognosis was unfavorable. 
Three factors were important in this case: (1) the 
development of the aortic thrombosis; (2) the main- 
tenance of the circulation by way of anastomoses 
in those regions of the body which because of the 
height of the aortic closure could not receive 
blood; and (3) the development of endangiitic 
hypertension. 

Complete obliteration may begin in the aorta 
itself; closure of the common iliac arteries is then 
the result. According to a thorough review of the 
literature undertaken by Schrader, this is less fre- 
quent than is the primary thrombosis of one or both 
common iliac arteries, which by ascending advance 
occludes the aorta. If the stenotic process begins in 
one of the common iliac arteries, it may extend to 
the other after it has reached the bifurcation, and 
this makes the aortic occlusion complete. Mechani- 
cal circulatory factors presumably play a part in 
the frequent occlusion of the common iliac arteries. 
Iliac stenosis often occurs where the impact of the 
aortic blood strikes the vascular walls, and it has 
been suggested that closure of the common iliac 
artery is a preliminary stage of total aortic throm- 
bosis. Obstruction of the ostiums of the renal 
arteries means death. Surgical treatment aims at 
restoration of the circulation by thromboendarter- 
ectomy, transplantation, or bypass operations, but 
in the patient reported only symptomatic therapy 
was possible, because the endangiitis obliterans 
was so far advanced. 


Myasthenia Gravis: Results of Thymectomy. M. J. 
Brea, A. A. Santas and M. E. Bellizzi. Torax 6:345- 
353 (Dec.) 1957 (In Spanish) [Montevideo, Uru- 
guay]. 


The main causal factor of myasthenia gravis 
seems to be the presence of remains of the thymus, 
or a thymoma. The thymoma may simulate a 
mediastinal tumor on roentgenologic examination 
of the mediastinal region. In cases of myasthenia 
gravis, the presence of a mediastinal tumor consti- 
tutes an indication for a thymectomy. The diagnosis 
of a thymoma as cause of myasthenia gravis is 
made from the results of clinical examination, as 
well as from those of the prostigmine test. It is 
confirmed by the results of simple roentgenologic 
examination of the mediastinal region. Pheumome- 
diastinum, as a diagnostic procedure, is unnecessary 
and is dangerous for the patient. Thymectomy is 
indicated in cases of myasthenia gravis (1) when 
the medical treatment is insufficient, as shown by 
the high requirements for the administration of 
Prostigmin; (2) when a mediastinal tumor is de- 
tected; and (3) when during the rapid course of 
the disease in relatively old adults a mediastinal 
tumor has not been found but is strongly suspected. 
Thymectomy should be performed when the pa- 
tient is in the period of stabilization of the disease, 
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in the absence of myasthenic crises and of respira- 
tory complications. The operation is contraindi- 
cated in progressive forms of the disease, which do 
not respond to medical treatment. The technique 
consists of a total thymectomy by means of a middle 
sternotomy. Forty-three patients with myasthenia 
gravis, who were observed by the authors over a 
period of 11 years at the Clinica Médica y Quirur- 
gica of the Faculty of Medicine of Montevideo, 
had a thymectomy. No postoperative deaths oc- 
curred in any of the 30 patients in whom the disease 
was stabilized. Eight of the 13 patients with pro- 
gressive myasthenia gravis died in a period which 
ranged from 24 hours to 12 days after the operation. 
In the group of 35 patients who recovered, the 
results were excellent in 13 patients, good in 9, 
and fair in 7, and the disease became stabilized in 
7 patients. The deaths of two patients occurred 1 
and 3 years, respectively, after apparently good 
operative results. These patients died from a re- 
currence of the disease, with acute respiratory 
symptoms. The authors conclude that thymectomy 
is a useful operation in the treatment of myasthenia 
gravis if the proper indications are observed. 


Present-Day Treatment of Tuberculosis of the 
Principal Joints of the Limbs in the Adult. S. de 
Seze, J. Debeyre and C. A. Huchet. Semaine hop. 
Paris 34:1090-1101 (April 18) 1958 (In French) 
[Paris]. 


Antibiotics have revolutionized the treatment of 
tuberculosis of the joints in the adult. Patients in 
whom the disease is just beginning can be com- 
pletely cured, with restoration of function in the 
affected joint, by medical treatment alone if the 
condition is promptly and accurately diagnosed. 
Synovial biopsy, with removal of a small fragment 
of the synovial membrane through a short incision 
over the most accessible part of the articular cavity, 
is a completely safe and almost always accurate 
procedure: only once out of some 60 biopsies were 
the histological findings negative when the disease 
was proved to be tuberculous by guinea pig inocu- 
lation. Other diagnostic methods, especially roent- 
genography, bacterial culture, and guinea pig 
inoculation, should also be used for added assur- 
ance, since no one method is absolutely reliable. 
Whatever the methods adopted, the diagnosis 
should be firmly established before antibiotic treat- 
ment is started, because antibiotics quickly efface 
the characteristic histological findings. 

Patients in whom the disease is more fully de- 
veloped still require surgical treatment, but the 
necessary procedures can be carried out more safely 
and effectively now that antibiotics are available. 
Preliminary antibiotic treatment quickly improves 
the patient’s general condition, checks osseous de- 
struction, and dries up abscesses and fistulas. The 
authors’ patients were operated on after only one 
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month of treatment. Mortality, which lay between 
25 and 30% in most statistics before World War II, 
has been practically eliminated: none of the pa- 
tients in this series died. The absence of postopera- 
tive fistulas and of generalization of the disease 
brought about by the use of antibiotics has made 
it possible to carry out intrafocal operations de- 
signed to eliminate the tuberculous focus and so to 
produce a definitive cure. Finally, the use of anti- 
biotics has improved the functional results by per- 
mitting earlier mobilization in mobilizing operations 
and by making it possible to perform intra-articular 
arthrodeses leading to firmer and more durable 
ankylosis. 


Symptoms After Cholecystectomy. W. Burnett and 
R. Shields. Lancet 1:923-925 (May 3) 1958 [London]. 


Symptoms continue or develop in from 15 to 20% 
of patients after cholecystectomy for gallstones. 
Postcholecystectomy symptoms are probably even 
commoner after cholecystectomy for noncalculous 
disease. These unsatisfactory results have led_ to 
use of the term “postcholecystectomy syndrome,” 
which the authors regard as unsuitable, because in 
many cases symptoms precede cholecystectomy, 
and the symptoms are not constant enough to be 
regarded as a syndrome. The authors investigated 
the incidence and cause of postcholecystectomy 
symptoms in 141 of 200 patients who underwent 
cholecystectomy in a Glasgow hospital between 
January, 1950, and December, 1956. The 141 pa- 
tients included 114 women and 27 men. The ages 
ranged from 20 to 79 years, but 79% were between 
40 and 69 years. At operation, the gallbladder was 
diseased in 106 (75%) cases and contained gallstones 
in 129 (92%). It was not removed unless gallstones 
were present or the wall was obviously diseased. 
In most cases both conditions were met. The com- 
mon bile duct was explored in 38 cases (27%); stones 
were found in 22. Twenty of 141 patients (14%) had 
significant symptoms after cholecystectomy. In 18 
of the 20 patients with symptoms, the cause was an 
extrabiliary lesion, most commonly peptic ulcer. 
In only 2 patients could symptoms be ascribed to 
the biliary tract. In 4 other patients symptoms due 
to biliary tract disease had been relieved by a 
second operation before the follow-up inquiry. The 
authors conclude that the term “postcholecystec- 
tomy syndrome” does not seem justified. 


Bilateral Pheochromocytoma in a 12-year-old Boy. 
C. A. Linke, I. Rosenthal and J. H. Kiefer. J. Urol. 
79:781-784 (May) 1958 [Baltimore]. 


A 12-year-old boy became ill with headaches and 
blurring of vision. Urinary frequency and polyuria 
developed. He lost 10 Ib. from February until May. 
On May 16 his headaches became quite severe and 
were accompanied by vomiting and abdominal pain. 
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A physician noted that he had severe hypertension 
and arranged for hospitalization. On admission an 
intravenous Regitine test for pheochromocytoma 
was performed with the injection of 3 mg. intra- 
venously. The test was positive. The blood pressure 
dropped from 180/150 to 100/60 mm. Hg in 1 
minute. Retinal findings were consistent with severe 
hypertension, with papilledema of both disks. 
Regitine was given orally in gradually increasing 
doses until the boy was receiving 75 mg. every 2 
hours. Roentgenography after a presacral introduc- 
tion of air revealed a heart-shaped mass superior 
to the upper pole of the right kidney. The right 
adrenal including the tumor was resected without 
difficulty. The blood pressure fell after removal of 
the tumor to 140/100 mm. Hg, but no arterenol was 
administered. The peritoneal cavity was opened, 
but no other tumor was found by palpation, includ- 
ing the area about the bifurcation of the aorta and 
the area of the left adrenal. The patient tolerated 
the procedure well. The tumor was found to be a 
pheochromocytoma. It contained 2 mg. per gram 
of arterenol, and it weighed 30 Gm. Postoperative 
increase in blood pressure led to a new operation, 
during which cardiac standstill occurred. Further 
surgery was postponed after the heart had regained 
its normal rhythm. 

At a later operation on this patient it was found 
that, just anterior and somewhat medial and quite 
adherent to the left kidney, there was a nodular 
mass, which dissection disclosed to be attached to 
the left adrenal in such a way that only a small 
area of the upper portion of the left adrenal was 
normal. The lower and medial portions of the left 
adrenal were involved in a nodular tumor, which 
was resected along with the entire left adrenal. An 
area along the aorta, just above the left renal vessels 
but not adherent to the left adrenal, was subjected 
to biopsy, because this area was somewhat thicker 
than expected. The biopsy disclosed the tissue to 
be another pheochromocytoma, which was likewise 
excised. The blood pressure dropped rapidly to 
80/72 mm. Hg. Levartereno! (Levophed) was given 
intravenously. The boy recovered and was dis- 
charged. His maintenance therapy has consisted 
of daily oral administration of cortisone and of 
monthly injections of desoxycorticosterone trimethy] 
acetate, and he was given additional table salt with 
his meals. 

This case illustrates that pheochromocytoma, 
along with renal disease, coarctation of the aorta, 
and essential hypertension, must be considered in 
the differential diagnosis of hypertension in chil- 
dren. As in adults, the Regitine test is valuable in 
diagnosis. If possible, confirmation should be ob- 
tained by the determination of catechol amine 
excretion in the urine, since false-positive and 
false-negative Regitine tests occur. Presacral air 
studies may locate the tumor. In pheochromocytoma 
in children it is of importance to note that these 
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tumors are more likely to be in extra-adrenal sites 
than they are in adults; they are also more likely 
to be in both adrenals in children and are just as 
rarely malignant. Despite the difficulties involved, 
the pheochromocytoma of childhood is amenable to 
surgical cure. 


An Evaluation of the Shunt Operation for Portal 
Hypertension. Lan Hsi-Ch’'un, Tung Fang-Chung, 
Yao Ch’'uan-Wen and others. Chinese M. J. 76:315- 
327 (April) 1958 (In English) [Peking]. 


Portal hypertension is a relatively common dis- 
ease in China. In territories south of the Yangtze 
River its main cause is schistosomiasis, in the late 
stage of which the liver becomes cirrhotic and 
portal hypertension develops as the blood flow in 
the portal system is obstructed. Schistosoma ova 
were identified in 50% of the 124 patients with 
portal hypertension subjected to shunt operation. 
The authors believe that, if a thorough and pains- 
taking search for schistosoma ova had been made 
in every patient, this incidence would have been 
much higher. The ages of the patients ranged from 
7 to 61 years; 100 were males, and 24 were females. 
A history of bleeding was obtained in 78 (or 63%) 
of the patients. Varicosities of the esophagus and 
fundus of the stomach were present in 76%, and 
the spleen was enlarged in all cases. Only 10 of the 
124 patients had ascites, as those with this condi- 
tion were not generally considered suitable for a 
shunt operation. 

Ninety-five operations were of the splenorenal 
type, and 27 were of the portacaval type; 1 opera- 
tion was a shunt between the left renal vain and a 
tributary of the left gastroepiploic vein, and an- 
other operation was a shunt between the splenic 
vein and a large tributary of the left renal vein. The 
average drop of portal pressure was 16 cm. of 
water for splenorenal shunts and 13.5 cm. for porta- 
caval shunts. In both types the portal pressure 
remained higher than the normal value immediately 
after operation. The portal pressure, however, will 
continue to drop to normal range with the lapse of 
time. Coma was a postoperative complication in 11 
of the 27 patients with portacaval shunt, but oc- 
curred in none of the 95 patients with splenorenal 
shunt. Furthermore, splenorenal shunt corrects hy- 
persplenism by removal of the spleen. Splenorenal 
shunt lowers portal pressure more than the porta- 
caval does. Splenorenal shunt is the treatment of 
choice for portal hypertension. Portacaval shunt 
should be contemplated only in patients in whom 
the spleen has been removed or the spleen is small 
with a negligible degree of hypersplenism. Special 
attention should be paid to the diet, and administra- 
tion of ammonium salts should be avoided after 
portacaval shunt operation. 
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Twelve of the 124 patients died (9.7%). The 
mortality from shunt operations can be reduced by 
refraining from them in the presence of persistent 
ascites or jaundice. Furthermore, the liver func- 
tion tests should indicate fairly normal conditions 
(cephalin-cholesterol flocculation test, 3 + or less). 
Tissue trauma should be avoided. The routine use 
of the gastric tube should be discarded in order to 
avoid injury to the esophageal varices. Prophylactic 
measures should be taken against hepatic coma for 
patients undergoing portacaval shunt. In the follow- 
up of 98 patients for from 5 months to 3 years and 
10 months, it was found that bleeding from the 
upper gastrointestinal tract developed in 5 (5.1%). 
One patient died of massive hemorrhage. Barium 
meal esophagraphy revealed marked improvement 
or even complete obliteration of varicosities. Shunt 
by reducing the portal pressure can arrest bleeding 
quite effectively, but it will not alter the patho- 
logical changes in the damaged liver. Shunt opera- 
tion, because of its complicated procedure and 
prolonged ether anesthesia, is liable to aggravate 
liver damage. This deserves further study. 


End Results of Pulmonary Resection for Tubercu- 
losis. J. A. Moore, H. E. Walkup, J. E. Rayl and 
J. P. Chapman Jr. Ann. Surg. 47:659-667 (May) 
1958 [Philadelphia}. 


During the 10-year period from Jan. 1, 1947, to 
Jan. 1, 1957, 1,130 pulmonary resections were 
carried out on 1,080 patients at the Veterans Ad- 
ministration Hospital at Oteen, N. C., and at the 
Western North Carolina Sanatorium at Black 
Mountain, N. C. The treatment of tuberculosis and 
the surgical techniques differed very little in these 
2 institutions, and so the patients are analyzed as 1 
group. Records of 894 of the 961 surviving patients 
(93%) were available for follow-up study. During 
the early part of the period under consideration, 
pulmonary resection was resorted to after all other 
therapeutic measures, including thoracoplasty, had 
failed. Later, resections were done in preference 
to theoracoplasty. Streptomycin, used as a prophy- 
lactic agent, was given prior to surgery, and its 
administration was continued for 2 to 4 weeks after 
operation. From 1951 to 1953 small nodular lesions 
were removed by segmental or wedge resection. It 
was soon evident that surgical complications were 
as great as the recurrence rate of these tubercular 
lesions. As additional drugs came into use, more 
patients were treated by these agents for longer 
periods of time, so that during the past 2 years the 
authors have operated only on patients who are 
classed as failures of antimicrobial therapy. [Today 
this failure is the most frequent indication for ex- 
cisional surgery.] The antituberculous drugs have 
been used according to various protocols to deter- 
mine the proper dosages and length of treatment, 
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and gradually they have been used for longer and 
longer periods of time and in various combinations. 

The incidence of complications, the mortality, 
and the long-term follow-up results are correlated 
with the type of resection and the duration of 
preoperative drug therapy. The increased incidence 
of complications and morbidity in the retreatment 
of patients with drug-resistant organisms under- 
going excisional surgery is emphasized. The hazard 
of development of a bronchopleural fistula and/or 
empyema after a lobectomy plus a segmental re- 
section (28%) is greater than that encountered 
after a pneumonectomy (24%). The follow-up study 
revealed that 22% of the surviving patients who 
had a lobectomy plus a segmental resection still 
had active tuberculous disease of the lungs. A plea 
is made for surgical-medical consultation between 
the 4th and the 6th month after onset of antituber- 
culous drug therapy. This early evaluation would 
enable the surgeon to select treatment-failure pa- 
tients for surgery before tubercle bacilli become 
resistant to the antituberculous agents. 


Experiences with General Prophylaxis Against 
Thrombosis, with a Report on 3,000 Patients 
Treated with a Hydroxycoumarin Derivative (Mar- 
cumar). W. Cramer and E. Pohlhaus. Beitr. klin. 
Chir. 196:1-18 (No. 1) 1958 (In German) [Munich, 
Germany]. 


The definite increase in the incidence of throm- 
bosis and pulmonary embolism which was observed 
among patients in the West End Hospital in Berlin 
in the period after World War II, and which cor- 
responded with observations made in other cities 
and countries, prompted the authors to start general 
prophylactic treatment against thrombosis at the 
surgical clinic of the Free University in Berlin in 
1954. This treatment included early rising on the 
first postoperative day and, on the second or the 
third day after major operations, exercises in bed 
and administration of anticoagulants. Of 3,455 pa- 
tients who were thus treated, 3,194 received, pre- 
dominantly or exclusively, a hydroxycoumarin 
derivative, Marcumar  [3-( 1-phenylpropy] )-4-hy- 
droxycoumarin], as an anticoagulant. 

All patients who were over 30 years of age and 
who were expected to be confined to bed for a 
prolonged period were treated by this method. 
Excluded were patients with severe hepatic dam- 
age, renal damage, hemorrhagic diathesis, severe 
arteriosclerosis, incurable carcinoma, and_ those 
who had undergone cardiac or vascular surgery. 
Only 3 of the patients treated with anticoagulants 
died of pulmonary embolism, while 16 of those 
from whom anticoagulant therapy was withheld 
because of contraindications died of pulmonary 
embolism; pulmonary infarcts occurred in 24 addi- 
tional patients and severe thrombosis in 8 who had 
not received anticoagulant therapy. The incidence 
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of thrombosis and pulmonary embolism, and par- 
ticularly that of fatal pulmonary embolism, thus 
was definitely reduced by anticoagulant therapy. 
Prophylactic treatment with anticoagulants was 
complicated by the occurrence of hemorrhages in 72 
patients (2.2%); the hemorrhages were severe in 17 
patients (0.53%), and 3 of these died. Emphasis is 
put on the fact that not every hemorrhage is due 
to the administration of anticoagulants, but great 
care must be taken to determine the Quick values 
immediately when inspection of the operative 
wound reveals recent subcutaneous blue discolora- 
tion. On the whole, the general prophylaxis has 
proved valuable. 


NEUROLOGY & PSYCHIATRY 


The Effect of Focal Intracranial Lesions on High 
Blood Pressure. A. M. Ostfeld. Am. J. M. Se. 235: 
539-548 (May) 1958 [Philadelphia]. 


Blood pressure changes after various types of 
frontal lobe surgery have been correlated with con- 
current personality alterations. It has generally been 
observed that a transient fall in blood presssure 
occurred after such surgery, together with a de- 
crease in anxiety. A fall in blood pressure, together 
with specific changes in attitude and behavior, has 
also been reported after psychotherapy. A group 
of untreated hypertensives, in whom specific per- 
sonality and behavior changes followed intracranial 
lesions of known size and location,:-and in whom 
diet (including salt intake), body weight, and renal 
status were essentially unchanged, were studied. 
For this purpose the hospital records of all patients 
undergoing craniotomy at the University of Illinois 
Neuropsychiatric Institute during the past 10 years, 
806 in number, were examined. The 14 subjects 
selected had hypertension of known duration and 
severity which antedated neurological symptoms. 
Clinical and laboratory evaluation confirmed the 
absence of prior renal disease, toxemia of preg- 
nancy, or other specific causes for the elevated 
blood pressure. Four patients were without signifi- 
cant cranial damage prior to surgery; on 2 of them 
bilateral frontal lobe surgery was performed for 
pain syndromes, and on the other 2 a temporal 
lobectomy for psychomotor seizures was done. 
There were 5 patients with meningioma, 2 with 
acoustic neuroma, and 1 with hemorrhagic cyst at 
the site of an old cerebral vascular accident; in 2 
patients there was focal softening after intracranial 
vascular accident. The site and extent of each 
lesion were assessed. 

In 12 of the 14 patients with essential hyper- 
tension, blood pressure and state of hypertensive 
aisease were largely unchanged 1% to 7 years after 
varying degrees of intellectual and social deteriora- 
tion occurring in association with focal brain dam- 
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age. The 2 subjects whose blood pressure fell 
notably exhibited a very large lesion, drastic mental 
deterioration and personality change, and a stable 
and secure social environment. The capacity to 
respond to a_ psychologically stressful interview 
with acute pressure elevations persisted after uni- 
lateral frontal lobe loss, but in one patient with 
bilateral frontal lobotomy and in another with 
extensive parietal lobe damage and_ personality 
deterioration no such pressor response occurred. 
Blood pressure was apparently in part maintained 
by neurogenic mechanisms in 2 subjects with mod- 
erately extensive unilateral or bilateral frontal lobe 
damage. The foregoing data support the thesis that 
no one part of the cerebral cortex is preeminently 
important in mitigating or maintaining hyperten- 
sion or the capacity to respond to stressful events 
with pressor episodes. 


Late Sequelae After Cerebral Fat Embolism and 
Aeroembolism. W. Neugebauer. Beitr. klin. Chir. 
196:43-60 (No. 1) 1958 (In German) [Munich, Ger- 
many]. 


The author reports on 5 men, between the ages 
of 19 and 49 years, with late sequelae after cerebral 
fat embolism and on 3 patients, a 31-year-old 
woman, a 21-year-old man, and a 7-year-old girl, 
with late sequelae after aeroembolism. The first of 
the 5 men sustained an injury of his left upper 
extremity by a fragment of shell in the war, but he 
did not sustain a cranial injury. One hour later 
progressive clouding of consciousness occurred, 
which was followed by unconsciousness for 9 days. 
Several months later epileptic equivalents were 
observed, and gradually severe epileptic attacks 
occurred with increased frequency until an organic 
psychotic syndrome caused complete incapacity of 
being gainfully employed. In the absence of any 
evidence of vascular atrophy of the brain and of 
neoplastic growth, the prolonged unconsciousness 
suggested that fat embolism had resulted in multi- 
ple diffuse focal lesions and edema of the brain, 
with an atrophic cerebral condition, the typical 
organic psychotic syndrome, and seizures as se- 
quelae. The second of the 5 men had an automobile 
accident with multiple rib fractures, fractures of the 
pelvis, and central dislocation of the left hip joint; 
a shock syndrome occurred which was followed 
several hours later by unconsciousness for 5 days, 
associated with severe psychomotor unrest. Two 
years later increasing weakness of cerebral function 
and epileptic equivalents were observed. Of the 
remaining 3 men, 2 had been buried alive by a 
collapsing building and by a collapsing bunker, 
respectively, and the third had been hurled a dis- 
tance by a factory explosion; all 3 had sustained 
various contusions of the body but no cranial in- 
jury. In these 3 men typical organic psychotic 
syndromes occurred, similar to those observed in 
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the 2 previously reported patients. All 5 men re- 
ceived surgical treatment corresponding with their 
injuries, but neurological examination and _treat- 
ment were omitted. 

The fact that unconsciousness occurred only 
gradually and several hours after the accident 
shows that it requires some time until fat enters 
the brain. Occlusion of vessels by emboli, circula- 
tory disturbances of the brain, and cerebral edema 
are responsible for the sequence of events, i. e., 
unconsciousness followed by a loosening phase 
with delirium, and return of consciousness. The 
multiple, and perhaps even miliary, emboli were 
responsible for the epileptic seizures which oc- 
curred in 4 of the 5 patients and for the repeated 
attacks of excitation in the 5th patient. Symptoms 
of multiple small focal lesions caused temporary 
suspicion of multiple sclerosis in 1 patient. The 
organic psychotic syndrome in all 5 patients 
consisted of dedifferentiation, levelling, reduced 
performance, disturbances of memory, and disturb- 
ances of affectivity. The elucidation of these late 
sequelae after cerebral fat embolism is extremely 
difficult, particularly if neurological and mental 
manifestations, which often may be atypical, occur 
gradually after contusions of the body in the ab- 
sence of any cranial injury. 

Elucidation of the late sequelae in the 3 patients 
with aeroembolism was somewhat less difficult. In 
the woman, sudden unconsciousness was associated 
with a severe uterine hemorrhage several days after 
an abortion. The evacuation of the uterine cavity 
was associated with entering of air and cerebral 
aeroembolism resulting in permanent damage, 
which was revealed as brain atrophy by pneumo- 
encephalography. Seizures and an organic psychotic 
syndrome remained as late results. In the man, a 
gunshot injury, with the projectile remaining in 
the right lung, was followed by unconsciousness 
for several days. On return of consciousness a 
central unilateral paralysis was observed, which 
continued unchanged for many years. The pul- 
monary injury had caused aeroembolism of the 
greater circulation. The girl was hurled around by 
the blast of an aerial mine; she fell on the right 
temple, but remained conscious and did not bleed 
from the nose, ears, and mouth. Sudden uncon- 
sciousness occurred the next day and was followed 
by petit mal attacks. Four years later severe gen- 
eralized seizures occurred. The explosion had re- 
sulted in interstitial pulmonary emphysema caused 
by acute abnormal inflation of the lung; air then 
entered the pulmonary veins and caused cerebral 
aeroembolism. Psychomotor epilepsy resulted from 
central damage which apparently occurred in the 
thalamic nuclei. Trephining and exposure of the 
right temporal lobe did not show any contusion 
foci in the temporal and basal-frontal regions of 
the brain. Widening of the ventricles was caused 
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by atrophy. The knowledge of these disease aspects 
is of great importance for their diagnostic evalua- 
tion. 


Echo 9 Virus Infections in Eastern Canada: Clinical 
and Laboratory Studies. A. J. MacLeod, R. S. Faulk- 
ner and C. E. van Rooyen. Canad. M. A. J. 78:661- 
665 (May 1) 1958 [Toronto]. 


Enteric cytopathogenic human orphan (ECHO) 
virus, type 9, was isolated from 27 male and 13 
female patients with aseptic meningitis who were 
studied clinically. Thirty-three of the 40 patients 
were less than 15 years of age. Headache, nausea 
and vomiting, stiffness of the neck, and muscle 
pains were prominent symptoms. Moderate fever, 
nuchal rigidity, and normal reflexes were cardinal 
physical findings. A maculopapular rash was noted 
in 10 patients. A pleocytosis of the cerebrospinal 
fluid featuring mononuclear cells was a constant 
finding. Virus was readily isolated from the cere- 
brospinal fluid, stools, and throat washings on 
monkey kidney and human amnion cells in primary 
culture. The serologically typed ECHO 9 viruses 
were shown to be pathogenic to infant mice. Many 
of these cases could have passed unnoticed as 
examples of severe headache, except for the fact 
that the attention of local clinicians had been 
focused on the disease and a search for patients 
was conducted. The high incidence of isolation of 
virus from the cerebrospinal fluid emphasized the 
value of virologic examination of the latter in all 
patients with severe headache of idiopathic char- 
acter. The rash observed in these patients bore a 
close similarity to that of rubella, and it is not 
improbable that the 2 diseases have been confused 
in the past. Whether or not the 2 diseases may have 
an identical causative agent remains open to con- 
jecture. Roseola infantum merits similar consider- 
ation. 


PEDIATRICS 


Abdominal Pain of Cerebral Origin in Children. 
J. S. Prichard. Canad. M. A. J. 78:665-667 (May 1) 
1958 [Toronto]. 


The author reports on 19 children with abdominal 
pain of cerebral origin. These patients were di- 
vided into 2 groups. The first group consisted of 
17 children in whom the attacks of abdominal pain 
lasted 1 hour or longer and were frequently ac- 
companied by pallor, headache, nausea, or vomit- 
ing. The child was usually drowsy and fell asleep; 
upon awakening, he was generally normal. Most of 
the patients had a family history of migraine. The 
electroencephalogram was normal or showed a 
mild, generalized dysrhythmia. In the second 
group, consisting of 2 children, the attacks were 
characteristically much shorter, lasting from 5 to 10 
minutes only. They consisted of a sudden onset of 
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abdominal pain, some confusion, and pallor. The 
attack was often followed by drowsiness. The elec- 
troencephalogram showed a focal abnormality in 
the temporal region. A family history of migraine 
was uncommon. 

It is suggested that the children in the first group 
had “abdominal migraine” and those in the second 
group had true “abdominal epilepsy.” In many 
respects the attacks are similar in both groups. The 
cerebral site is probably identical and lies in the 
region of the insula. It is the mechanism of pro- 
duction of the abnormal cerebral function that is 
different in the 2 groups. The treatment of abdom- 
inal epilepsy is the same as the treatment of any 
other type of epilepsy. It consists essentially of 
administration of anticonvulsants and, in rare cases, 
cortical excision. In the treatment of abdominal 
migraine, drug therapy plays but a small part. In 
patients with longer attacks, the administration of 
a preparation of caffeine and ergotamine (Cafergot) 
can occasionally inhibit the attack, if the drug is 
given at the onset. In some patients, continuous 
administration of small doses of phenobarbital or 
diphenylhydantoin (Dilantin) sodium is of value. 
In most patients the attack may continue despite 
medication. From a therapeutic point of view it is 
a mistake to call the disease in patients belonging 
to the first group “epilepsy,” because the anxiety 
so engendered in the family group tends to make 
attacks more frequent. A fundamental of treatment 
is to have the parents understand that the child 
should lead a normal life and that the attacks, 
while tiresome, are benign. To establish the correct 
causative factor is of greatest importance for the 
management of the patient. 


Use of Antibiotics in Treatment and Prophylaxis of 
Bacterial Endocarditis. R. Laplane, P. Debray and 
R. Salbreux. Nourrisson 46:59-65 (March-April) 
1958 (In French) [Paris]. 


The authors report on 67 children with bacterial 
endocarditis who were treated with phenylbutazone 
as anti-inflammatory agent and benzathine-penicil- 
lin G as prophylactic agent against group A strepto- 
coccic infection for periods varying from 1 to 3 
years. Anti-inflammatory treatment was instituted 
at the same time as the antibiotic treatment. Of 
the 67 children, 40 (59%) were treated for more than 
2 years. In all the patients determinations of the 
antistreptolysin titer were carried out regularly 
regarding immunity, and the course of the inflam- 
mation was followed by regular determinations of 
erythrocyte sedimentation rate, fibremia, hapto- 
globin index, and paper electrophoresis. Phenyl- 
butazone was administered for about 4 weeks, At 
the same time 1 million units of penicillin G was 
given intramuscularly daily for 10 days, being fol- 
lowed by 2.4 million units of benzathine penicillin 
G given intramuscularly every 3 weeks as prophy- 
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lactic treatment. For 8 days preceding each of the 
benzathine penicillin G injections, 300,000 units of 
penicillin V was given daily in 3 divided doses by 
the oral route. There was no recurrence of rheu- 
matic fever or failure of treatment in any of the 
67 children. No new cardiac lesions occurred, and 
there were no allergic reactions to the treatment. 
Normalization of the antistreptolysin titers could 
be observed. The children were discharged after 5 
to 8 weeks of hospitalization when the biological 
inflammation had returned to normal, and they 
were able to attend school after a period of about 
a month of convalescence. Despite the highly satis- 
factory results complete absence of streptococci 
in the pharynx may not be assured. In 3 children 
beta-hemolytic streptococci were detected, but not 
being of group A they were not considered rheu- 
matogenic. In 7 children a temporary and isolated 
rise of antistreptolysins occurred in the course of 
the prophylactic treatment. Penicillin V produced 
nausea in some children, but they were easily cured 
with symptomatic treatment. It seems that the 
danger of recurrences of rheumatic fever decreases 
after 5 years, and the prophylactic treatment then 
can be discontinued. The success of this treatment 
depends largely on the patient’s strict adherence to 
this regimen without interruption and on the early 
institution of the treatment with adequate doses of 
antibiotics. Combined anti-inflammatory and _pro- 
longed antibiotic treatment is indispensable. 


DERMATOLOGY 


Cutaneous Porphyria with Porphobilinogenuria: A 
Review and Report of a Case Treated by Chelation. 
S. M. Woods, H. A. Peters and S. A. M. Johnson. 
A. M. A. Arch. Dermat. 77:559-567 (May) 1958 
[Chicago]. 


The patient presented, a 16-year-old youth, had 
hepatic porphyria of the cutanea tarda variety, with 
evidence of latent and manifest porphyria in the 
maternal blood line. The patient was studied 
clinically, biochemically, and histologically over a 
period of 2 years, during which time the authors 
observed the emergence of porphobilinogenuria 
and manifestations suggesting that the syndrome 
may be merging into that which is seen in mixed 
porphyria, where abdominal or neurological mani- 
festations may coexist or alternate with cutaneous 
symptomatology. It is believed that this represents 
the first report of quantitative studies of urinary 
porphobilinogen and its precursor, 6-aminolevulinic 
acid, in a patient with cutaneous porphyria under 
prolonged study. 

Chelation therapy with heavy-metal chelates, 
such as dimercaprol (BAL) and edathamil calcium- 
disodium (Calcium Disodium Versenate), had been 
used by the authors in the treatment of acute 
intermittent hepatic porphyria and had_ proved 
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highly favorable and often dramatic in 14 of 21 
patients so treated. A number of these patients 
were moribund, while under steroid and other 
forms of therapy, until chelation was begun. Be- 
cause of this experience, a program of chelation 
therapy and study was undertaken in the patient 
herein reported. This patient provided an unusual 
opportunity to observe the transition of cutaneous 
porphyria into a mixed porphyria with porphobilin- 
ogenuria. His apparent favorable response — to 
edathamil calcium-disodium was encouraging and 
has suggested the need for further evaluation of 
chelation therapy in the treatment of porphyria. 


Dynamics of Autosensitization Dermatitis: A Clini- 
cal and Microscopic Concept of Autoeczematiza- 
tion. A. W. Young Jr. A. M. A. Arch. Dermat. 
77:495-502 (May) 1958 [Chicago]. 


Autoeczematization is the process by which a 
widespread dermatitis may complicate several 
types of localized eczema. Generalized autogenous 
eczema describes the disseminated disorder. This 
report deals with the clinical history, course, and 
development of the syndrome and with the micro- 
scopic picture of various types of lesions to be found 
in the diffuse and often generalized eruption. Rela- 
tionships among generalized autogenous eczema, 
disseminated and circumscribed neurodermatitis, 
nummular eczema, and exudative discoid and 
lichenoid chronic dermatosis are discussed. Studies 
were made on 60 persons (33 women and 27 men) 
in whom generalized autogenous eczema devel- 
oped. Thirty-six patients either recalled eczema as 
a child or had hay fever or a history of allergy in 
the family. In 7, the history of an allergic back- 
ground was highly suggestive; in the remainder, 
no such history could be elicited. In general, the 
initial localized eruption was a recurrent or per- 
sistent condition of long standing and suggested 
various diagnoses, such as nummular eczema, stasis 
or neurostatic dermatitis, lichen chronicus simplex, 
contact dermatitis, dry eczema of hands or legs, 
axillary dermatitis, scrotal eczema, and so on. In 
most patients, the dermatitis was acute, weeping, 
vesicular, and crusted prior to the onset of auto- 
eczematization, which followed the exacerbation 
by a few days to a week or more. 

Generalized autogenous eczema is a dynamic 
syndrome which is best appreciated by viewing the 
disorder as it progresses through its various stages, 
which are usually the following: vesicular, organiz- 
ing, confluent (spreading), multiform (diffuse), and 
resolving (generalized). Early recognition of the 
syndrome in the vesicular stage or stage of organi- 
zation, accompanied by adequate treatment, may 
halt further extension of the process. On the other 
hand, when the multiform (diffuse) stage is reached, 
in which there is an intermixture of desiccating 
lesions and eczematoid patches kept alive by 
scratching and rubbing, ill-advised medication, and 
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secondary infection, a second cycle may be initi- 
ated, with the formation of new vesicles. Clinically, 
there is a close relationship among stages of gen- 
eralized autogenous eczema, neurodermatitis, num- 
mular eczema, exudative discoid and_ lichenoid 
chronic dermatosis, and dermatitis herpetiformis. 
These dermatoses commonly have an allergic back- 
ground and are often associated with emotional 
problems. A basic microscopic process may be 
found throughout, although individual variations 
can be seen. These observations suggest that neuro- 
dermatitis, nummular eczema, exudative discoid 
and lichenoid chronic dermatosis, dermatitis her- 
petiformis, and generalized autogenous eczema 
belong to the same group of diseases. 


Erythema Multiforme Exudativum (Stevens-John- 
son Syndrome): Report of Two Cases with Post- 
mortem Findings and Comment. F. M. O'Connor. 
A. M. A. Arch. Dermat. 77:532-541 (May) 1958 
[Chicago]. 


Since 1922, when Stevens and Johnson reported 
on 2 extremely ill children as having “eruptive 
fever” with stomatitis and ophthalmia, sporadic 
reports have appeared on this serious and at times 
fatal disease. Recent reports in the literature seem 
to indicate that steroid therapy is of value in this con- 
dition. This report presents 2 cases of erythema mul- 
tiforme exudativum (Stevens-Johnson syndrome), 
with postmortem findings, in which steroids, anti- 
biotics, and supportive therapy failed to halt the 
progress of the disease. The 2 patients were women, 
aged 27 and 31 years respectively. The rapidity of 
the downhill course in both was amazing in view 
of the lack of bacteriological, biochemical, and 
x-ray findings sufficient to justify such a rapid ter- 
mination. The exact cause of death was unknown. 
Postmortem findings threw no light on the causa- 
tion. Erythema multiforme exudativum was first 
described by Hebra in 1860 as an illness character- 
ized by pleomorphic lesions confined to the skin. 
Later other terms were introduced to describe the 
same general pattern or slight variations. Thus, 
Fiessenger and associates in 1923 added the term 
“ectodermosis erosiva pluriorificialis”; Stevens and 
Johnson in 1922 reported “a new eruptive fever’; 
Baader in 1925 coined the expression “dermatosto- 
matitis”; Behcet in 1937 suggested the “triple symp- 
tom complex”; Stanyon in 1945 used the term 
“mucosal respiratory syndrome”; and in 1950 Rob- 
inson and associates suggested the term “muco- 
cutaneous ocular syndrome.” Basically, all these 
conditions are variations of erythema multiforme. 
Physicians should be able to recognize the variants. 
For purposes of clarification and because all the 
entities are of the same basic pattern, varying only 
in the degree and severity of their reaction, an 
all-inclusive term, “ocular mucocutaneous  syn- 
drome,’ might be preferable. 
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UROLOGY 


Endometriosis Vesicae: 77th World-Wide Observa- 
tion. J. Picatoste Patifio. Acta urol. belg. 25:318-325 
(July) 1957 (In French) [Brussels]. 


The author presents observations on a 39-year- 
old nulliparous woman with endometriosis vesicae, 
which constitutes the 77th report of this disease in 
medical literature. The patient, who had been sub- 
jected to ovariectomy on the left side a few years 
before because of inflammation of the adnexa and 
ovarian endometriosis with “chocolate cysts,” com- 
plained that every month for the last 5 years, 4 to 
5 days before menstruation, she began to have 
pains and a burning sensation at urination, with 
frequent and increased miction and a feeling of 
heaviness in the perineum. These disturbances 
were intensified during the menstrual flow but 
diminished during the following days. About a 
week after the periods, her condition was normal 
again. Cystoscopic examination revealed 7 or 8 
cysts of various sizes with normal mucous mem- 
brane. Around the cystic zone, however, excessive 
congestion of the vesical mucosa was evident, a 
fact never before observed in patients with endo- 
metriosis vesicae. Histological study of a biopsy 
specimen revealed glandular formations, with an 
epithelial covering of the endometrial type, among 
the bundles of smooth muscle fibers. Some of these 
glands were greatly enlarged and more or less com- 
pletely filled with blood. The quantity of cytogen- 
ous tissue surrounding the glandular formations 
was surprisingly small. Changes in the cystoscopic 
picture generally correspond to the day of the 
menstrual cycle on which the examination is made; 
consequently, the diagnosis may be difficult to 
make during quiescent periods when the vesical 
mucosa may have a completely normal appearance. 
Most of the patients have a gynecologic history of 
disturbances believed to have predisposed them to 
the disease. 


Bilateral Squamous Cell Carcinoma of the Kidneys. 
I. M. Thompson, J. Schneider and L. C. Kavan. J. 
Urol. 79:807-810 (May) 1958 [Baltimore]. 


The simultaneous occurrence of carcinoma in 
both kidneys is rare, the literature to date contain- 
ing reports of only 10 cases. All of these were of the 
hypernephroid type, renal-cell adenocarcinomas. 
The authors describe what they believe to be the 
first reported instance of bilateral squamous-cell 
carcinoma of the kidneys. The patient was a 52- 
vear-old man who was admitted to the urology serv- 
ice of the University of Texas Hospital with a his- 
tory of recurrent, gross, painless hematuria for 
approximately 5 months prior to admission. Epi- 
gastric pain associated with nausea and vomiting 
was prominent and of recent occurrence. There had 
been moderate weight loss associated with gradual 
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general physical debilitation. In view of the elevated 
nonprotein nitrogen value, retrograde urography 
was undertaken, first on the left side and on a sub- 
sequent day on the right. The pyelograms revealed 
compression distortions of the pelviocalyceal sys- 
tems, sufficient to suggest bilateral infiltrating par- 
enchymal lesions. The possibility of simultaneous 
neoplastic involvement of both kidneys was enter- 
tained, but in view of the hopelessness of such a 
diagnosis, other possibilities were broached, and 
measures taken to exclude entities amenable to 
therapy. Tests excluded tuberculosis, actinomycosis, 
histoplasmosis, coccidioidomycosis, brucellosis, and 
lymphoraatous involvement. 

To make sure that therapy was not being with- 
held from an obscure inflammatory lesion, bilateral 
renal exposure via the vertical approach of Simon 
was undertaken. Both kidneys were enlarged, pale, 
and turgid. Tissue removed for biopsy was seem- 
ingly grossly caseous. The pathologist’s report 
identified the material from each kidney as undiffer- 
entiated carcinoma. Progressive general physical 
deterioration continued, and the patient died 29 
days after admission to the hospital. Postmortem 
examination revealed widespread carcinomatous in- 
volvement of the liver, adrenals, and _periaortic 
structures, as well as extensive infiltration of both 
kidneys. Four divergent areas of pulmonary metas- 
tasis were noted. The sequence of events was postu- 
lated as a migration of renal pelvic squamous-cell 
carcinoma on the right across the midline and into 
the hilar region of the left kidney. 


INDUSTRIAL MEDICINE 


An Often Unrecognized Manifestation of Pneumo- 
coniosis in Miners: Aseptic Liquefaction of Pseudo- 
tumoral Formations. C. Gernez-Rieux, E. Balgairies, 
P. Fournier and C. Voisin. Semaine hdp. Paris 
34:1081-1089 (April 18) 1958 (In French) [Paris]. 


The tumoral forms of pneumoconiosis in coal 
miners deserve particular attention because of the 
diagnostic, prognostic, and pathogenic problems 
they present. Do the pseudotumoral images some- 
times evident in roentgenograms always correspond 
to the clearly delimited, dense, round or oval masses 
contrasting strongly with the parenchyma of the 
lung found in tumoral pneumoconiosis? What is 
their frequency and in what manner do they appear? 
How are they related to the intrapulmonary accumu- 
lations of fluid described by anatomopathologists 
and often seen by the authors in their patients? 
Routine examination and prolonged observation of 
5,131 coal miners in northern France known to have 
pneumoconiosis, data obtained by transparietal 
punch biopsies and by surgical biopsy, when neces- 
sary, in cases presenting diagnostic difficulties, and 
the study of excised lung specimens have provided 
the authors with answers to some of these questions. 
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The so-called coal nodule of Gough is the basic 
lesion of coal miners’ pneumoconiosis, which differs 
unmistakably from the silicosis of workers in stone. 
Coal miners’ pneumoconiosis may take the form of 
progressive massive fibrosis, with or without the 
formation of tumoral masses. Massive fibrosis was 
found in 690 of the 5,131 miners studied, and 374 
(52.2%) of these presented pictures of the tumoral 
type. The tumoral lesions appear after an average 
period of about 25 vears, generally as the result of 
coalescence between large nodules. The clinical 
picture is not characteristic: for many years, the 
patient may complain only of dyspnea on effort and 
of expectoration of mucus occasionally tinged with 
blackish particles. Pleurodynia sometimes occurs. 
Mycobacterium tuberculosis could not be demon- 
strated in these patients, even by repeated bacterio- 
logical studies, including culture and guinea pig 
inoculation. Histological examination of biopsy 
specimens revealed typical fibrotic-coniotic accu- 
mulations, with anthracosis predominating in some 
and fibrosis predominating in others. The recovery 
of fluid by transthoracic puncture in 16 patients 
proved that in some cases the characteristic tumoral 
images in roentgenograms correspond to encysted 
intrapulmonary collections of fluid. Spontaneous 
evacuation, in whole or in part, of the fluid con- 
tained in these pseudotumoral lesions produces pic- 
tures typical of pulmonary excavation, but when the 
fluid remains latent, transthoracic puncture is the 
only method by which its presence can be detected. 
Evacuation, which takes the form of melanoptysis, 
may be preceded by a period *of weight loss and 
exacerbation of dyspnea, cough, and pleurodynia. 
The quantity of black fluid evacuated varies; in one 
of the authors’ patients it amounted to 500 ce. a day. 
The melanoptysis usually continues for several 
days, after which expectoration diminishes and re- 
sumes its usual characteristics; cough disappears; 
the temperature returns to normal; and improve- 
ment takes place in the clinical signs. The long-term 
prognosis depends chiefly on the slow but inexorable 
progress of the massive fibrosis with its severe func- 
tional complications, both respiratory and cardio- 
vascular. 

The similarity that exists between the chemical 
composition of the intrapulmonary fluid and that of 
blood plasma suggests that the intrapulmonary col- 
lections are due to transudation of plasma from the 
healthy lung toward the massive lesions, possibly 
as the result of an allergic process caused by auto- 
sensitization of the body to proteins denatured by 
the injurious effect of the coal dust. Isolated pseudo- 
tumoral lesions should be excised if the patient's 
condition is such that he can stand an operation. 
Excision is especially advisable in patients subject 
to recurrent melanoptysis or repeated hemoptysis, 
because it is the only method by which the patient 
can be cured and the otherwise inevitable develop- 
ment of generalized progressive fibrosis prevented. 
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The Treatment of Exposure to Thorium and Urani- 
um with a Chelating Agent and Supportive Meas- 
ures. W. N. Young and H. A. Tebrock. Indust. 
Med. 27:229-232 (May) 1958 [Chicago]. 


The authors report on 4 persons who were se- 
verely injured when they were exposed to thorium 
and uranium dusts in an explosion of 40 Ib. of 
thorium dioxide and a much smaller quantity of 
uranium dioxide. The explosion occurred when 
these finely divided compounds, probably contami- 
nated by nitrates, were being subjected to a burn- 
ing process. Second-degree or third-degree burns 
were sustained by all the patients. These burns 
constituted the major problem, apart from the toxic 
action of the 2 metals. Uranium and thorium are 
primarily alpha emitters, and, in consequence, their 
depth of penetration was not below the unbroken 
skin; therefore, the material which covered the skin 
surface after the explosion was not considered 
biologically harmful and was removed by washing 
with soap and water. What was harmful was the 
uranium and thorium dust which the patients in- 
haled at the time of the explosion. 

The use of chelating agents for the removal of 
heavy metals has been reported before, especially 
in the case of lead poisoning. One of the most 
promising chelating agents is ethylenediaminetetra- 
acetic acid (EDTA), which combines with ions of 
the heavy metals to form complexes known as 
chelates. This chelating agent was administered to 
the 4 patients, 1 Gm. being diluted in 500 cc. of 
5% dextrose solution and given intravenously twice 
daily. After 5 days this treatment was interrupted, 
to be resumed again after a rest period of 1 week. 
The chelating agent removed the uranium and 
thorium from the body without causing side-effects. 
All but 1 of the patients recovered. 


Pulmonary Silicosis due to Aspiration of Abrasive 
Powder: Early Appearance and Rapidly Fatal 
Course. R. V. Vaccarezza, O. C. Croxatto and R. 
Coira. Medicina, Buenos Aires 17:193-208 (Aug.) 
1957 (In Spanish) [Buenos Aires]. 


Pulmonary silicosis develops after several years 
of exposure to the causal agent. The disease follows 
a chronic course. There is an acute form of the 
disease with a period of exposure which varies 
between 4 and 18 months, a period of latency of 
2 to 4 months, and a duration of the disease of no 
more than 1 year. A case of acute pulmonary sili- 
cosis is reported. The patient started working in a 
factory manufacturing abrasive soap at the age of 
25 years. He used a mask during work but still 
complained about heavy inhalation of dust. After 
18 months he began to complain about cough, 
asthenia, nausea, frequent vomiting, and rapid loss 
of weight. Dyspnea and irregular fever appeared 
a few months later. Serial roentgenograms showed 
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advanced silicotic pulmonary lesions. The first 
roentgenogram, which was taken on the appear- 
ance of the first symptoms of the disease, showed 
only a slight increase of the pulmonary network in 
the lower field of the lungs. The second roentgeno- 
gram, taken 8 months later, showed diffuse miliary 
nodules. The third roentgenogram, taken a few 
months after the second, showed massive opacity of 
both lungs. The patient never had symptoms or 
signs of cardiac insufficiency. He died in anoxia. 
Tubercle bacilli were not found in the sputum or 
in the liquid obtained by bronchial lavage during 
the life of the patient. They were not found at 
histological study of the pulmonary and lymph 
node lesions at autopsy. The histopathological diag- 
nosis was that of pure acute silicosis. 


THERAPEUTICS 


Regulation of Cholesterol: Prevention of Athero- 
sclerotic Disorders (Preliminary Report). G. Salas 
Rivero, A. Karl and J. de Guzman. Rev. méd. Hosp. 
Gen. 21:281-293 (April) 1958 (In Spanish) [Mexico 
City]. 


Atherosclerosis is due to a disorder of the choles- 
terol metabolism in the presence of intimal changes 
of the large and medium-sized arteries. Four pa- 
tients, between the ages of 49 and 77 years, with 
disorders of the cholesterol metabolism and athero- 
sclerosis were observed. The patients had myocar- 
dial lesions and coronary sclerosis. One of the 
patients also had sclerosis of the aorta, obliterating 
endarteritis in the legs, and progressive lenticular 
degeneration (Wilson's syndrome). The patients 
were treated with toluylmethylcarbinol. The drug 
was given in daily doses of 0.250 Gm., in 2 frac- 
tional doses of 0.125 Gm. each, at intervals of 12 
hours. Determinations of the cholesterol level of 
the blood were made on the 10th, 11th, and 15th 
days after starting the treatment. There was a 
marked lowering of cholesterol in the blood, espe- 
cially of the ester fraction. The greatest diminution 
of cholesterol in the blood was reached on the 30th 
day of treatment. Continuation of the treatment 
for 10 more days resulted in stabilization of the 
cholesterol level. If the treatment was discontinued 
before the 30th day, the cholesterol values started 
increasing slowly, reaching the figures which were 
present before the treatment in about 1 or 2 months 
after its discontinuation. The beta-lipoproteins di- 
minished between 22.3 and 30.9%. The ratio of 
lipoproteins to cholesterol became normal in the 
course of treatment in the 4 patients. Decreasing 
the cholesterol values of the blood and normaliza- 
tion of the lipoprotein-cholesterol ratio were associ- 
ated with a marked improvement in the symptoms. 
The drug was well tolerated. This is a preliminary 
report. 
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Rational Basis and Practical Application of Predni- 
sone as Antiedemic and as Diuretic Agent. M. Ficini 
and M. Ricci. Sett. med. 45:653-661 (Dec. 31) 1957 
(In Italian) [Florence, Italy]. 


Thirty-three patients who had various diseases 
associated with edema were placed on prednisone 
therapy. Biliary cirrhosis with ascites was present 
in 8 patients, aged between 43 and 73 years, 7 of 
whom had Laennec’s cirrhosis and 1 had hepato- 
splenomegaly. The patients received the drug in 
daily doses of 30 to 40 mg. for a minimum period 
of 10 days. Improvement in well-being and return 
of appetite resulted in all. However, the diuretic 
improvement in patients with Laennec’s cirrhosis 
was insignificant, except that daily flow of urine 
increased by 20% in 1 patient. A considerable in- 
crease in excretion of water (100%) and of sodium 
was observed in the patient with hypertrophic 
cirrhosis; the improvement persisted for 2 months 
after withdrawal of prednisone. 

Prednisone was administered to 11 patients with 
congestive heart decompensation in daily doses of 
25 to 30 mg. for a period of 10 to 20 days. There 
was a prompt and marked diuretic response in all 
the patients of this subgroup, which effect persisted 
after withdrawal of the drug. Prednisone induced 
responsiveness to mercurial and other types of 
diuretics in 6 patients of this subgroup, who had 
previously been refractory to them. Prednisone 
was also given to 14 women with premenstrual 
disturbance during the 7 days preceding menstrua- 
tion. It produced improvement in well-being and 
increased diuresis during the period of treatment. 
The sense of pressure on the chest and on the lower 
part of the abdomen, which was common in the 
past, did not recur during prednisone therapy. 
There was also a slight but stable loss of weight. 
The authors suggest use of prednisone when edema 
is a symptom of another pathological state and, in 
particular, when patients with edema are refractory 
to mercurial diuretics. 


The Clinical Applications of Chlorctrianesine. A. 
Ravina and J. Ravina. Presse méd. 66:761-763 (April 
30) 1958 (In French) [Paris]. 


Chlorotrianisene (Tace) has been used by the 
authors during the last 3 years in about 100 patients 
requiring estrogen treatment for various reasons. 
Tace is apparently an excellent endocrine prepara- 
tion which may, in fact, be regarded as an oral 
implant, because it is first stored up in the body fat 
and then released gradually over a long period. 
This property of gradual release makes it particu- 
larly useful in treating hormonal disturbances in 
women, especially during the menopause, when 
treatment must often be prolonged. Tace was given 
to 47 women in whom the menopause was natural 
and to 7 in whom it was surgically induced. These 
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patients were given | or 2 capsules (12 or 24 mg.) a 
day, by mouth, for from 30 to 60 days, according to 
the intensity of the menopausal disturbances and 
the rapidity and efficacy with which the drug acted 
to relieve them. Hot flashes and sweating disap- 
peared permanently in 12 patients after treatment 
for 1 or 2 months. Temporary relief from these 
symptoms lasting for 2 or 3 months was obtained 
in 22 patients; for 5 or 6 weeks in 13; and for 1 
month in 7. A second course of treatment, when 
needed, was always much shorter than the first, 
consisting only of 12 or 24 mg. a day for from 5 
to 20 days. Tolerance for the drug was excellent in 
95% of the patients. Confirmatory evidence of the 
estrogenic action of Tace was obtained by studies 
of the vaginal cytology in 30 of the patients. 
The results, in most cases, paralleled the clinical 
findings. 

The effect of Tace on lactation was studied in 30 
women in whom breast-feeding was contraindi- 
cated for various reasons, local or general. The best 
results in these patients, as in the cases reported in 
the literature, were obtained when the drug was 
given in relatively large doses and soon after de- 
livery; in 4 patients, however, the treatment was 
effective even though it was not started until the 
second day. The best dosage seems to be at least 
4 capsules a day for 7 days (daily dose, 48 mg.; 
total, 336 mg.). This dosage also had a simultaneous 
effect on the lochia, which became less profuse and 
sanguinolent. 

Finally, 6 men with prostatic cancer and 7 women 
with recurrences of, or metastases from, certain 
cancers of the breast were also benefited, to a 
greater or less degree, by the administration of 
Tace. The results in 3 of the women, all of whom 
had widely ulcerated breast cancers or extensive 
osseous metastases, were particularly significant, 
with a reduction in the size of the lesion, noticeable 
improvement in the general condition, and regres- 
sion of the functional symptoms, especially pain. 


Alopecia Following Treatment with Dextran Sul- 
phate and Other Anticoagulant Drugs. G. R. Tud- 
hope, H. Cohen and R. W. Meikle. Brit. M. J. 
1:1034-1037 (May 3) 1958 [London]. 


Of 87 patients who were treated with anticoagu- 
lant drugs at the United Sheffield Hospitals in 
England, 15 received intravenously a total dose of 
90,000 units or more of dextran sulfate, 12 were 
given a total dose of less than 40,000 units of 
dextran sulfate combined with oral administration 
of ethyl biscoumacetate or phenindione, and 60 
patients received intravenous injections of heparin 
combined with oral administration of ethyl bis- 
coumacetate or phenindione. Severe alopecia oc- 
curred in 8 of the 15 patients treated with dextran 
sulfate alone. It was first noticed 3 to 8 weeks after 
discontinuation of the treatment. Mild loss of hair 
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occurred in 2 of the 12 patients who received com- 
bined treatment with dextran sulfate and coumarin 
preparations. Of the 60 patients treated with 
heparin and a coumarin preparation, 3 reported 
mild or moderate loss of hair after therapy. Mild 
diarrhea and depression of the platelet count were 
also noted in 3 of the 8 patients with severe 
alopecia. Severe diarrhea with loss of blood in the 
stools occurred in 2 other patients who had received 
total doses of 140,000 and 185,000 units of dextran 
sulfate. 

A review of the literature showed that dextran 
_ sulfate therapy has been previously reported to be 
followed by alopecia in 10% of the patients treated. 
There have been several accounts of alopecia oc- 
curring as a toxic effect of heparin, but estimates 
of the frequency of this complication have varied 
greatly. The high incidence of alopecia, the occur- 
rence of severe diarrhea in some patients, and the 
possibility of a profound reduction in platelets in at 
least a few patients make treatment with dextran 
sulfate in high doses clearly undesirable. Adminis- 
tration of 5,000 units of dextran sulfate intra- 
venously every 8 hours for 24 to 48 hours appears 
suitable as an alternative to the administration of 
heparin to cover the period until oral administra- 
tion of an anticoagulant becomes effective. The 
mechanism by which dextran sulfate produces its 
effect on hair growth is unknown. 


Osteoarthritis of the Knee: Treatment by Local 
Injection of Salicylate Compounds. K. A. Ross, J. H. 
Mayer and M. M. Shepherd. Brit. M. J. 1:1040-1045 
(May 3) 1958 [London]. 


Twelve men and 41 women, between the ages of 
34 and 79 years, with osteoarthritis of the knee 
were treated by intra-articular injections of benzyl 
salicylate in oil, given at weekly intervals for 6 
weeks. The number of knees treated in these 53 
patients was 88. Eighteen knees received an intra- 
osseous injection in addition to the 6-week course, 
and 1 patient who had both knees treated had the 
6-week course and 2 intraosseous injections. The 
method used in these patients was devised by G. L. 
Scott; 0.1 to 0.3 ce. of a solution of 5% benzyl 
salicylate, 5% camphor, and 100% of peanut oil 
was emploved for the intra-articular injections, and 
50 to 80 cc. of a solution of 0.2% of salicylic acid, 
1% of sodium citrate, 0.5% chlorbutol, 0.2% phenol 
red, and 100% distilled water was employed for the 
intraosseous injections, the dose being divided be- 
tween the femur and the tibia. The clinical results 
in the 88 knees were analyzed by an assessor not 
concerned with either the selection of patients or 
their treatment. 

The results were excellent in 24 knees, good in 
27, fair in 16, and poor in 21, taking into account 
as criteria pain, function by performance, physical 
signs, and the patient's own assessment. Sodium 
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salicylate and acetylsalicylic acid inhibit the re- 
lease of histamine and similar substances resulting 
from tissue breakdown which may play a part in 
the production of symptoms in osteoarthritis. Local 
injection produces a high concentration of the 
salicylate at the point where its action is required. 
The intraosseous injection probably acts both gen- 
erally and locally. The treatment itself is not 
pleasant, causing a temporary exacerbation of local 
symptoms and also considerable general malaise in 
many cases. If this is borne in mind, it is of signifi- 
cance that 35 patients classified themselves as “en- 
thusiastically pleased” and 29 as “pleased” by the 
result of the treatment. The clinical results obtained 
justify further investigation of this method. 


Clinical Experiences with New Cytostatic Agents in 
Malignant Disease. N. J]. Perevodtchikova. German 
M. Month. 3:104-107 (April) 1958 (In English) 
(Stuttgart, Germany]. 


Two new chloroethylamine compounds, Sarkoly- 
sin [pL-p (bis-[beta-chloro-ethyl]-amino) phenylal- 
anine-hydrochloride]| and Dopan[4-methyl-5-(bis- 
{beta-chloro-ethyl]-amino)-uracil], were used in the 
treatment of patients with malignant disease at the 
Institute of Experimental Cancer Pathology and 
Treatment of the Academy of Medical Sciences in 
Moscow, U.S.S.R. Sarkolysin was given a thera- 
peutic trial in 143 patients with inoperable metas- 
tasizing neoplasms. A 0.25% solution of Sarkolysin 
in isotonic sodium chloride solution was adminis- 
tered intravenously, intra-arterially, or orally ac- 
cording to the nature and location of the tumor. 
The drug was given once a week in doses of 40 to 
50 mg., with a total dose of 200 to 250 mg. Semi- 
noma and particularly its metastases, reticulosar- 
coma, Ewing's sarcoma, malignant endothelioma, 
primary tumors of the liver and biliary tract, thy- 
moma, and multiple myeloma were found to be 
susceptible to the action of Sarkolysin. Best results 
were obtained in patients with seminoma; 19 
of 23 patients with grade 4 seminoma responded 
favorably, with considerable reduction in the size 
of the metastases in 8 and with retrogression of 
the metastases in 11; in none of the 23 patients 
did the tumor disappear completely. Frequent 
blood examinations are essential in the course of 
therapy, as Sarkolysin inhibits hematopoiesis, and 
leukopenia and thrombocytopenia may occur. Ex- 
cessive doses may produce granulocytopenia. It 
is advisable to discontinue the administration of 
Sarkolysin, if the leukocyte count drops below 
3,000 per cubic millimeter and the platelet count 
below 100,000 per cubic millimeter. The greatest 
care must be exercised in the use of Sarkolysin 
in patients who have previously received radio- 
therapy. Sarkolysin is a suitable cytostatic agent 
for the combined treatment of a variety of tumors, 
particularly seminoma. 
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Dopan, the cytostatic spectrum of which corre- 
sponds to that of chloroethylamine, was given 
orally in doses of 10 mg. at intervals of 4 or 5 days, 
with a total dose of no more than 50 to 80 mg. It 
proved effective almost exclusively against chronic 
granulocytic leukemia and Hodgkin's disease. Of 
61 patients with Hodgkin’s disease, 41 responded 
favorably to the drug; in 5 of these, the enlarged 
peripheral and mediastinal lymph nodes were re- 
stored to their normal size, pruritus disappeared, 
and the temperature was restored to normal. Im- 
provement in general condition occurred in 36 
patients, with temperature restored to normal and 
disappearance of pruritus; the lymph nodes which 
had formed large masses became separated and 
diminished in size. Thirteen of the 41 patients had 
recurrences after 142 to 9 months. Leukopenia and 
thrombocytopenia occurred as_ side-effects, but 
gastrointestinal disturbances were rare and mild. 
Dopan is the drug of choice in the treatment of 
Hodgkin’s disease. 


Treatment of Vascular Diseases with Hormones: 
Clinical Experiences. F. Tvedegaard. Ugesk. lager 
120:527-532 (April 24) 1958 (In Danish) [Copen- 
hagen]. 


Tvedegaard finds that sexual hormones and the 
pancreatic sterone “padutin” have an undoubted 
effect on the circulation and are especially curative 
in vascular diseases, such as endangiitis obliterans 
and arteriosclerosis. He concludes that these dis- 
orders are mainly due to lowered or terminated 
function of the endocrine glands which produce 
the hormones, and the treatment must be constant 
administration of a sufficient amount of the lacking 
substance. 


The Use of Radioactive Phosphorus in the Therapy 
of Leukemia, Polycythemia Vera and Lymphomas: 
A Report of 10 Years’ Experience. R. B. Chodos and 
J. F. Ross. Ann. Int. Med. 48:956-977 (May) 1958 
[Lancaster, Pa.]. 


Radioactive phosphorus (P**) therapy was given 
at the Massachusetts Memorial Hospital, Boston, 
to 71 patients between 1944 and 1952; 30 of these 
patients had chronic granulocytic leukemia, 12 had 
chronic lymphocytic leukemia, 7 had polycythemia 
vera, 7 had multiple myeloma, 4 had Hodgkin’s 
disease, 8 had acute leukemia, 1 had chronic mono- 
cytic leukemia, and 2 had mycosis fungoides. P* 
was administered intravenously as an aqueous solu- 
tion of sodium phosphate. The quantity of P*’ given 
varied and was dependent on the disease being 
treated, its severity, and the response of the indi- 
vidual patient. No effort was made to calculate the 
dose precisely on the basis of the patient’s weight, 
although this factor was taken into consideration. 
A larger initial course was usually employed in 
patients with chronic granulocytic leukemia (10 to 
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12 me.) than in those with chronic lymphocytic 
leukemia (6 to 8 mc.). P*’ was administered usually 
in doses of 1 to 4 me. at 1-to-7-day intervals. After 
the institution of the treatment, the patients were 
evaluated at intervals of from 1 to 2 months. If 
there was evidence of progression of their disease, 
doses of 1 to 5 me. of P ” were given in an effort to 
maintain the leukocyte count in the range of 15,000 
to 30,000 per cubic millimeter and the patient in 
clinical remission. 

P* appeared to be of significant benefit in the 
management of 27 of the 30 patients with chronic 
granulocytic leukemia and of transient benefit in 
the remaining 3 patients; leukopenia, thrombocyto- 
penia, and terminal blastic leukemia were observed 
after P** therapy. P*®’ was of significant benefit in 5 
of the 12 patients with chronic lymphocytic leu- 
kemia, of limited benefit in 3, of transient benefit 
in 2, and of no benefit in 2. P*’ controlled the 
polyeythemic process from 1 to 5 years in the 7 
patients with polycythemia vera; a terminal leu- 
kemia occurred in one of these patients, and a 
refractory anemia in another; leukopenia occurred 
in 3 patients, and mild thrombocytopenia in 4; 
hemorrhagic and thrombotic complications were 
mild and occurred infrequently. The treatment was 
not of any significant benefit in the patients with 
Hodgkin’s disease, multiple myeloma, acute leu- 
kemia, and mycosis fungoides. 

The advantages of P** therapy include ease of 
administration, infrequency of radiation sickness, 
and the fact that it can be given with minimal in- 
convenience to the patient. Patients treated with 
P* survive approximately as long as those treated 
with other agents. However, the survival of patients 
in this group who were treated intermittently with 
P* was significantly less than that obtained by 
Osgood with continuous titrated irradiation. Sup- 
plementary roentgen-ray therapy was used, if 
needed, to reduce splenomegaly or lymphadeno- 
pathy. Supportive therapy with blood transfusions 
and administration of antibiotics and steroids was 
used as required. Leukopenia, thrombocytopenia, 
acute blastic leukemia, and terminal anemia are 
the hazards of P* therapy, which must be con- 
sidered whenever this agent is administered. 


Perforation and Hemorrhage from Duodenal Ulcer 
During the Administration of Rauwolfia Serpentina: 
Report of Five Cases. W. O. West. Ann. Int. Med. 
48:1033-1039 (May) 1958 [Lancaster, Pa.]. 


Of 42 patients with perforation and hemorrhage 
from duodenal ulcer observed in the course of the 
last 1'2 years at the Charleston Memorial Hospital 
in Charleston, W. Va., 5 (12%) were taking drugs 
prepared from Rauwolfia serpentina for hyperten- 
sion when the complications occurred. This was 
thought to represent a cause-and-effect relationship. 
The 5 patients included 4 men and 1 woman, all of 
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whom were over 50 years of age, and 4 gave a fairly 
definite history of peptic ulcer. Rauwolfia prepara- 
tions should not be given to patients with peptic 
ulcer. If such a preparation as Reserpine or Rau- 
dixin is employed, the potential rise in gastric 
acidity should be buffered with antacids or be- 
tween-meal feedings prophylactically. Anticholin- 
ergic drugs are probably of little value. If vague 
or specific upper gastrointestinal symptoms occur 
in the course of treatment with a Rauwolfia alka- 
loid, administration of the agent should be dis- 
continued, and the patient evaluated clinically and, 
if possible, by roentgenologic examination. In pa- 
tients from whom an adequate history cannot be 
obtained or in those who cannot communicate their 
feelings, another antihypertensive drug or a tran- 
quilizer, if indicated, should be employed. Mild, 
labile essential hypertension is best treated by 
sedation with phenobarbital, low-salt diet, and 
weight reduction if the patient is overweight. The 
occurrence and recurrence of peptic ulcer and its 
complications associated with the administration 
of Rauwolfia preparations probably are to be con- 
sidered as another addition to the ever-growing 
list of “diseases of medical progress.” 


PATHOLOGY 


The Gastric and Jejunal Mucosae in Healthy Pa- 
tients with Partial Gastrectomy. F. Lees and L. C. 
Grandjean. A. M. A. Arch. Int. Med. 101:943-951 
(May) 1958 [Chicago]. 


In the belief that the gastric and jejunal mucosae 
may help to throw light on some of the postgas- 
trectomy syndromes, the authors present the results 
of 41 biopsies done with a suction biopsy tube. The 
patients had been requested to attend the outpa- 
tient clinic, and they were asked if they would 
volunteer for gastric biopsy. A completely unbiased 
analysis of symptoms was recorded before the re- 
sults of biopsy were known. The 41 patients could 
be considered “normal” or healthy. They had no 
anemia and no gastrointestinal symptoms, apart 
from mild postprandial discomfort after large meals 
or after eating certain foods which they had learned 
to avoid. These minor symptoms might be con- 
sidered to be “normal” after partial gastrectomy. 
All those who had severe symptoms after meals, 
recognizable dumping syndromes, anemia, diarrhea, 
weight loss, anorexia, or pain were excluded from 
this survey. Specimens of gastric mucosa were ob- 
tained from 33 of the 41 patients, and jejunal 
specimens from 8 patients. 

The gastric musoca proved to be normal in only 
1 of the patients, a man, aged 41 years, who had 
been subjected to a Billroth type 1 gastrectomy for 
duodenal ulcer. Ten patients had slight changes in 
the gastric mucosa, consisting of 1 or more of the 
following features: an irregular surface layer of 
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cells, distortion of the gland foveolas, and mod- 
erate superficial infiltration with plasma _ cells, 
lymphocytes, or polymorphonuclear neutrophils. 
Some also had lymphocyte aggregations. No atrophy 
was present. All 10 had had a Polya type gastrec- 
tomy. Twenty-two patients had severe abnormali- 
ties in the gastric mucosa. All those with severe 
changes had some degree of atrophy. Pseudopyloric 
glands were associated with very severe changes. 
Those who had dilated glands lined with flat epi- 
thelium could be described as having “cystic gas- 
tritis.” Flattened or distorted cells on the surface of 
the mucosa tended to occur in the more abnormal 
group of cases. This also applies to gross cork- 
screwing of the foveolas. The more severe abnor- 
malities seemed to occur mostly in older patients. 
The specimens of the jejunal mucosa were essen- 
tially normal in appearance. 

The authors suggest that these findings may be 
useful for comparison with various types of post- 
gastrectomy syndromes. It cannot be assumed that 
musocal disease is the cause of symptoms. A com- 
pletely atrophic mucosa may be found in the patient 
in whom pernicious anemia is liable to develop at 
a later date; it is unlikely to be found in a patient 
with anastomotic ulceration because of lack of acid 
secretion. Even a moderate atrophy might protect 
the patient from anastomotic ulceration—in this 
case one might consider that atrophy is desirable. 
Severe gastritis with or without atrophy in the 
stump does not cause symptoms which disturb the 
patient unduly, but these patients are accustomed 
to slight symptoms, which they learn to ignore, and, 
therefore, one cannot conclude from this study that 
such gastritis would not cause symptoms in others. 

In an addendum it is stated that suction biopsy 
in 4 patients with postgastrectomy syndromes, who 
had anastomotic ulceration and bleeding, revealed 
no mucosal atrophy at all. Of 4 patients thought to 
have iron-deficiency anemia without ulceration, 2 
had moderate atrophy and 2 had none. One patient 
with steatorrhea had slight atrophy, and another 
had complete atrophy. Three with dumping syn- 
dromes, alone showed slight and moderate atrophy. 
All showed ‘excessive inflammatory _ infiltration. 
Many more cases must be studied before a proper 
assessment can be made. 


Pulmonary Aspergillosis. D. Fernandez Luna. Rev. 
brasil. tubere. 26:1-14 (April) 1958 (In Spanish) 
[Rio de Janeiro]. 


A man, 27 years old, died as a result of cor pul- 
monale complicating a pulmonary disease of long 
duration. A diagnosis of bilateral pulmonary tuber- 
culosis with cavitation had been made. An autopsy 
confirmed the diagnosis. Histological examination 
of pulmonary tissue was negative for tubercle 
bacilli. One cavity, which was different from the 
others, appeared macroscopically as if it were a 
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large blood coagulum of long standing. Histologi- 
cally this cavity was an intracavitary aspergilloma 
containing fungi in large number and simulating a 
trichobezoar. Pulmonary aspergillosis has become 
more frequent since the discovery of antibiotics. 
Its frequency is linked to an abuse of antibiotics. 
Pulmonary aspergilloma shows a_ roentgenologic 
picture similar to that of pulmonary hydatidosis. 
Pulmonary aspergillosis may be secondary to 
chronic pulmonary tuberculosis, which regresses as 
soon as pulmonary aspergillosis develops, showing 
an antagonism between the fungi and the tubercle 


bacilli. 


Duodenal and Gastric Ulcer in Childhood and in 
Adolescence. M. Tinti, F. Terreni and E. Taddeucci. 
Sett. med. 45:629-640 (Dec. 15) 1957 (In Italian) 
[Florence, Italy]. 


The authors report on 10 boys and 1 girl with 
duodenal ulcer; 2 were aged 7 and 10 years, and 9 
ranged in age from 14 to 25. There was no history 
of neonatal type of this disease or of gastric ulcer. 
Three patients had had ulcerous disorders asso- 
ciated with cerebral disease since infancy. The 
ulcers tended to be chronic since the inception of 
the disease. The hereditary element of the disease 
was present in more than half of the patients. Good 
clinical results were obtained in all the patients, 
including 2 who underwent operation after a pro- 
longed waiting period. Pa 

The authors believe that ulcerative lesion may 
manifest itself either in the stomach or in the duo- 
denum, whereas ulcer disease has predilection for 
the duodenum and for the male sex. Gastric ulcer 
and duodenal ulcer are from the early years of life 
2 distinct diseases, although they have the same 
morphologic characteristics. Duodenal ulcer is the 
protopathic feature of ulcer disease and not of 
ulcerative lesion. Gastric ulcer seems to be a sec- 
ondary pathological manifestation, symptomatic, 
tardive, and not necessarily fitting into the descrip- 
tion of ulcer disease; this is evident by observing 
the development of the disease in patients during 
the first years of life and becomes more clearly so 
in adulthood. 


Gastric Ulcer and Duodenal Ulcer in the Aged. 
M. Tinti, F. Terreni and E. Taddeucci. Sett. med. 
45:662-669 (Dec. 31) 1957 (In Italian) [Florence, 
Italy]. 


The authors discuss the incidence of gastric 
ulcer and of duodenal ulcer in 128 patients over 50 
years of age. This study includes 36 patients with 
gastric ulcer and 13 patients with duodenal ulcer 
in whom the first clinical signs of the disease ap- 
peared when they were past 50, and 79 patients 
in whom the disease appeared earlier. The ratio of 
gastric ulcer to duodenal ulcer in the aged was 3:1, 
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and the ratio of both types with respect to men 
and women was 2:1. Gastric ulcer in the aged was 
localized in the small curvature and consisted of a 
single lesion; multiple lesions were present in only 
1 patient. The lesions varied in size from small to 
medium. Surface lesions of ulcer in the aged were 
observed in about half of the patients; deeper 
lesions which penetrated to, or beyond the tunica 
serosa, were Observed in the others. 

The authors believe that gastric ulcer and duo- 
denal ulcer are 2 separate clinical entities, with 
different etiology, pathogenesis, and clinical signs. 
Ordinarily ulcer disease manifests itself mostly as 
duodenal ulcer; gastric ulcer is related to local 
rather than to systemic conditions. Ulcer in the 
aged can be regarded as manifestation of a local, 
elective arteriosclerosis, which affects persons con- 
genitally predisposed to it. The disease belongs to 
the broader class of arteriosclerosis. For the forma- 
tion of ulcer in the aged, congenital predisposition 
must be associated with the existence either of an 
elective, local pathological lesion, such as arterio- 
sclerosis, or of additional elements of general na- 
ture, such as emotion (war ulcers). 


Serum Transaminase: The Diagnostic Value of the 
Estimation in Cardiac Infarction and Liver Dam- 
age. N. M. Gutteridge and C. J. McKean. M. J. 
Australia 1:528-535 (April 19) 1958 [Sydney]. 


Glutamic oxaloacetic transaminase is abundant 
in many animal tissues. The enzyme has been found 
in all normal serums. The highest concentrations 
are found in heart muscle, skeletal muscle, brain, 
liver, and kidney, in that decreasing order. If a sig- 
nificant cell damage or destruction occurs in any of 
these tissues, the enzyme is liberated from the dam- 
aged cells into the blood, with a resultant rise in 
serum glutamic oxaloacetic transaminase (SGO-T ) 
level. The authors review 4 available methods for 
the assay of the SGO-T level, namely, the chroma- 
tographic method of Karmen, La Due, and Wrob- 
lewski, the spectrophotometric method of Karmen, 
the colorimetric method of Umbreit and Cabaud, 
and the colorimetric method developed by Reitman 
and Frankel, which is known also as the Sigma- 
Frankel method. The advantages of this last method 
are emphasized. One hundred university students 
and laboratory personnel were tested with the Sig- 
ma-Frankel colorimetric method to establish a nor- 
mal range for SGO-T activity. Values ranged from 6 
to 32 units, with mean activity of 14 units, and 
standard deviation of + 5.7 units. The results were 
unaffected by age, sex, fasting state, muscular exer- 
cise, or minor pathological state. SGO-T levels in 
various disease states not involving acute damage 
of heart muscle, skeletal muscle, or liver tissue were 
within the normal range, with the exception of 
acute pancreatitis which was associated with an 
increased level. 
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The SGO-T level rose to 2 to 20 times the normal 
level within 12 to 24 hours after acute myocardial 
infarction, and returned to the normal range within 
3 to 7 days. The authors briefly describe several 
patients in whom they suspected myocardial in- 
farction, and they cite the results obtained in vari- 
ous cardiac conditions by several investigators. In 
suspected myocardial infarction the SGO-T assay 
corrects and supplements the diagnostic inade- 
quacies of the electrocardiogram, the erythrocyte 
sedimentation rate, and the leukocyte count. The 
transient myocardial ischemia of angina pectoris is 
not accompanied by an elevation of the SGO-T 
level; thus, serial SGO-T assay will differentiate 
myocardial infarction and angina when electrocar- 
diographic evidence is not conclusive. SGO-T values 
tend to be diagnostic of myocardial infarction 
before a definite electrocardiogram is available. Ele- 
vated SGO-T values will clarify an electrocardi- 
ographic diagnostic problem when a left bundle- 
branch block or the effects of digitalis obscure the 
tracing. SGO-T assays will help differentiate a 
recent myocardial infarct from acute pericarditis, 
and a recent infarct superimposed on an old one. 
SGO-T assays can aid the differential diagnosis be- 
tween pulmonary thrombosis and myocardial in- 
farction in cases of acute thoracic pain in the post- 
operative period. The SGO-T level is not increased 
in pulmonary thrombosis. The peak SGO-T value 
reached after infarction is roughly proportional to 
the size of the infarct. Serial assays will thus make 
it possible to gauge the amount of heart muscle 
damage. Verv high SGO-T levels after infarction 
are associated with a bad prognosis. A single 
SGO-T assay after 24 hours can be valuable, but it 
is advisable to make an assay every 12 hours for 
the first 2 or 3 days after infarction. 

Serial SGO-T estimations are valuable also in the 
differential diagnosis of acute and chronic hepatic 
disease, and in the management of acute hepatitis, 
with regard to the effectiveness of treatment, the 
correct time for ambulation, the detection of re- 
lapses before the onset of clinical symptoms, and 
the prognosis. Other possible uses, as a sensitive 
index of liver-cell injury, are (1) for the control of 
the dosage of potentially hepatotoxic drugs and (2) 
for the control of endemic and epidemic hepatitis. 


Hepatitis Complicated by Manifestations of Lupus 
Erythematosus. L. I. Taft, I. R. Mackay and L. Lar- 
kin. J. Path. & Bact. 75:399-404 (April) 1958 [Edin- 
burgh]. 


The factors are unknown that determine the pro- 
gression of acute hepatitis to the chronic stage, 
particularly in cases with a relatively mild initial 
illness. The possibility that autoi logical fac- 
tors may operate in certain of these cases was 
suggested by observers who emphasized the pres- 
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ence of some of the features of disseminated lupus 
erythematosus in 7 such cases. The presence of com- 
plement-fixing antibodies to human tissue antigens 
has been demonstrated in the serum of patients 
with disseminated lupus erthematosus, active chron- 
ic hepatitis, and certain other diseases. The present 
paper reports clinical, pathological, and comple- 
ment-fixing antibody studies carried out on a 
patient with chronic hepatitis associated with de- 
monstrable lupus erythematosus (L. E.) cells, glo- 
merulonephritis, and colitis, who died after an 
illness of 3 vears. 

The patient was a 20-year-old woman. In the 
absence of any specific test for infection by the 
hepatitis virus, the initial diagnosis of this condi- 
tion depended on the clinical evidence and biopsy 
findings. The hepatic lesion dominated the clinical 
and pathological course of the disease throughout 
and was identical with that seen in chronic infec- 
tious hepatitis. The associated lesions in the kidney 
and the colon were not commensurate with those in 
the liver, although their onset undoubtedly had an 
adverse effect on the disease process. In the later 
stages of her illness this patient was suffering from 
what has been termed lupoid hepatitis, that is, 
chronic hepatitis associated with a positive L. E.- 
cell test, a condition closely resembling and pos- 
sibly identical with disseminated lupus erythema- 
tosus itself. However, this case of lupoid hepatitis 
differed from classical disseminated lupus erythe- 
matosus in certain respects: few rather than many 
organs were involved; the L. E.-cell test, usually 
consistently positive in disseminated lupus erythe- 
matosus, was only temporarily positive in this pa- 
tient and was negative during the development of 
the glomerulonephritis and the colitis. The elevated 
complement-fixing antibody titers in this patient's 
serum supported the postulated relationship be- 
tween chronic viral hepatitis, lupoid hepatitis, and 
disseminated lupus erythematosus. 


The Osgood-Schlatter Lesion: A Radiological and 
Histological Study. B. Cohen and R. W. Wilkinson. 
Am. J. Surg. 95:731-742 (May) 1958 [New York]. 


Opinions are about equally divided on the eti- 
ology of Osgood-Schlatter disease (a lesion of the 
tuberosity of the tibia). Some favor a traumatic 
basis, while others feel that the disease is allied to 
the osteochondroses. Radiologic descriptions have 
tended to be influenced by the osteochondritic 
theory. Opportunities for histological examination 
have been tew. The authors observed 12 patients 
with this disorder, of whom 7 were boys and 5 were 
girls. The records of 11 patients are presented. 
Nine patients, 4 girls and 5 boys, underwent op- 
erative removal of the tubercles, 1 of the boys hav- 
ing both tubercles removed. In 7 patients histolog- 
ical examination of the tubercle was possible. On 
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the basis of this study the authors believe that there 
is no justification for regarding this condition as 
an aseptic necrosis of bone, nor should it be grouped 
with the osteochondroses. The distinctive features 
emerging from radiologic and histological examina- 
tion suggest that this condition is essentially the 
result of a dislocation of appositional structures 
within the tibial tubercle complex, that this dislo- 
cation is not preceded by underlying disease, that 
it is followed by repair reactions, and that its origin 
can most feasibly be ascribed to trauma. The au- 
thors consider the term “Osgood-Schlatter disease” 
a misnomer. If the eponym is to be preserved, 
“Osgood-Schlatter lesion” would be a more accurate 
term and less misleading. 


Carcinoma and Ulcerative Colitis: A  Clinical- 
Pathologic Study: II. Statistical Analysis. M. B. 
Goldgraber, E. M. Humphreys, J. B. Kirsner and 
W. L. Palmer. Gastroenterology 34:840-846 (May) 
1958 [Baltimore]. 


Fourteen of 86 deceased patients with ulcerative 
colitis had carcinoma of the intestine, a frequency 
of 16.2%. A comparison of the group of 86 patients 
with other groups of the same race, sex, and age 
in the population at large has shown a ninefold in- 
crease in frequency of death from colonic cancer. 
There has been a fourfold increase in frequency 
of death from rectal cancer, other things being 
equal. The over-all increase in frequency is eight- 
fold. Although three times as many deaths occur 
from cancer of the breast as from colonic cancer in 
women of the age groups of this series, only 1 death 
from breast cancer was observed as compared with 
9 from colonic and rectal cancers, a reversal of the 
expected cancer-death pattern. Rectal cancer ac- 
counts for about one-third of intestinal cancers; 
rectal cancer deaths constitute from 37 to 45% of 
the deaths from colonic cancer. Only 2 of the au- 
thors’ patients died of rectal cancer, as compared 
with 12 who died of colonic cancer. 


Fibroelastosis of the Endocardium. E. Boye. Ugesk. 
lager 120:445-447 (April 3) 1958 (In Danish) [Co- 
penhagen]. 


Fibroelastosis of the endocardium is a congenital 
heart disease characterized by an increase in the 
fibroelastic tissue of the endocardium; it is most 
frequently accompanied by hypertrophy of the 
heart musculature and generally by other anomalies 
of the heart. Diagnosis can be made only at au- 
topsy. There is no causal treatment. In the 2 cases 
described, the symptoms set in shortly after birth. 
Death occurred when the infants were 7 and 1] 
weeks old respectively. In both instances autopsy 
revealed typical gray-white changes in the endo- 
cardium and hypertrophy of the heart musculature. 
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In the first case there were also marked changes in 
the aortic valves and persistent ductus arteriosus. 
The second case was without other congenital 
malformations. 


PHYSIOLOGY 


Potassium Metabolism and Renal Function. T. 
Hilden. Ugesk. lager 120:468-471 (April 10) 1958 
(In Danish) [Copenhagen]. 


Attention is called to the marked interaction 
between renal function and potassium metabolism. 
Acquaintance with this can help to illuminate the 
often complicated biochemical disturbances which 
may occur on changes in the renal function and 
disturbances in the potassium metabolism. Hyper- 
potassemia, mainly seen in grave, acute, or chronic 
renal injuries, leads to such pronounced changes in 
the function of the muscle-nerve system and to so 
pronounced an effect on the myocardium that the 
outcome is often fatal if the potassium concentra- 
tion in the serum is not reduced. Hypopotassemia 
is more frequent and often of longer duration or 
chronic. Potassium deficiency entails a reduction 
in the glomerulus filtration and in the tubular 
p-aminohippuric acid secretion. The distal tubulus 
function is changed even on moderate potassium 
deficiency. Deficient concentration ability is char- 
acteristic and leads to polyuria. Correction of the 
potassium deficiency rapidly restores the renal abil- 
ity to secrete concentrated urine. Continued vom- 
iting of acid gastric contents means a certain po- 
tassium loss for the organism. The alkalosis due 
to the loss of acid promotes potassium excretion 
through the kidneys. Because of the effect of the 
gradual potassium deficiency on the renal func- 
tion, excretion of an alkaline urine becomes impos- 
sible. The vicious circle can be broken only by the 
administration of potassium salts. On overproduc- 
tion of mineral corticoids or on treatment with 
hormones of the adrenal cortex, the increased elim- 
ination of potassium can cause a general potassium 
deficiency in the organism. At the same time there 
is an alkalosis explained by the increased hydrogen 
ion elimination due to the potassium deficiency. 
Hypochloremia and increased serum bicarbonate 
result. 


On the Fat-Mobilising Activity of Human Urine. 
T. M. Chalmers, A. Kekwick and G. L. S. Pawan. 
Lancet 1:866-869 (April 26) 1958 [London]. 


Previous studies on obese persons had demon- 
strated that, if the calorie content of the diet is 
kept constant, the rate of weight loss varies con- 
siderably with alterations in the composition of 
the diet. Evidence was also obtained to suggest 
that the decrease in body weight could be ac- 
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counted for by loss of body fat and water. It ap- 
peared that a mechanism existed for controlling the 
mobilization of depot fat, which must be sensitive 
to changes in the composition as well as the calorie 
content of the diet. Such a mechanism should be 
operating at its maximum during fasting, and if 
any hormonal agent were involved, it should be 
detectable in the urine. The authors describe ex- 
periments they carried out to determine the effect 
on fat metabolism of urine collected from healthy 
persons during periods of fasting which lasted 36 
hours, the urine being collected during the last 24 
hours of these periods. The batches of urine were 
then extracted, and the extracts were injected 
into mice. It was found that a substance or com- 
plex is present in the urine of healthy, fasting 
subjects and that, on injection into mice, this 
substance (1) increases the total amount of fat in 
the liver, (2) mobilizes fat from the fat depots, (3) 
appears to increase the total metabolic turnover 
of fat in the animals, and (4) causes weight loss 
without depressing appetite when given over a 
period of time, the loss being in the form of body 
fat and water. 

The active material has been partially purified 
by paper chromatography. However, the substance 
or complex cannot be detected in identical ex- 
tracts made from the urine of healthy subjects 
when they are on a normal mixed diet rather than 
fasting. The substance (called here fat-mobilizing 
substance) seems to be present in the urine in con- 
ditions other than fasting which are associated with 
weight loss, such as that in patients with malignant 
disease. Studies on 3 obese patients revealed that 
weight loss was greatest when the calories were 
given mainly in the form of fat; losses were smaller 
with high-protein diets. When carbohydrate made 
up the major part of the calorie intake, little or no 
weight was lost. 


PUBLIC HEALTH 


A Study of Illness in a Group of Cleveland Families: 
Acquisition of Type-Specific Adenovirus Antibodies 
in the First Five Years of Life—Implications for the 
Use of Adenovirus Vaccine. W. S. Jordan Jr., G. F. 
Badger and J. H. Dingle. New England J. Med. 
258:1041-1044 (May 22) 1958 [Boston]. 


Adenovirus antibodies are common in civilian 
populations, and yet these viruses cause only 0.5 
to 3% of the respiratory illnesses among families, 
college students, and adults. Clinical adenovirus 
infections may be uncommon in the groups studied, 
because in many of the patients immunity had al- 
ready developed as a result of such infections 
earlier in life. Indeed, by the age of 5 years, more 
than 80% of children have antibody to at least 1 
type, and approximately 50% have antibodies to 2 
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or more types. If the major burden of adenovirus 
disease in civilian life is borne by infants and young 
children, it is important to determine when the in- 
fections occur and whether or not prevention should 
be attempted through immunization of children. 

Serial serum specimens collected from birth to 
5 years of age from children in a population of 
Cleveland families under constant observation were 
tested for neutralizing adenovirus antibodies. Ma- 
ternal adenovirus antibodies were freely transferred 
across the placenta, but at 6 months of age most 
children had no adenovirus antibody. As measured 
by antibody acquisition, type 1 and type 2 infections 
were common during the first 5 years of life. By the 
age of 5 vears the percentage of children with 
types 1, 2, and 6 antibodies was the same as that in 
the adult group. Infections due to types 3, 5, and 7 
were relatively infrequent, the prevalence of the 
different antibodies at age 5 being about half of the 
adult level. It is concluded that the generalized 
use of adenovirus vaccine in civilian populations is 
not warranted at present. 


The Evanston Dental Caries Study: XVIII. Report 
on the Permanent Teeth Dental Caries Experience 
Rate of the Children in the Control Area (Oak 
Park, Illinois). I. N. Hill, J. R. Blayney and W. Wolf. 
J. Am. Dent. A. 56:688-691 (May) 1958 [Chicago]. 


Water fluoridation was begun in Oak Park, IIl., 
in August, 1956. Since this village had been selected 
as a control area for ascertaining the effects of 
fluoridation in Evanston, Ill., dental examinations 
of Oak Park children were repeated in January, 
1956, rather than in 1958 as had been planned 
originally. The authors compare the permanent 
teeth dental caries rates of 2,051 children, 6, 7, 8, 
12, 13, and 14 years of age, examined in the con- 
trol fluorine-free area (Oak Park) in 1947, with the 
results of 2,537 dental examinations made 9 years 
later in the same area. Evanston and Oak Park have 
a similar economic level and participate in com- 
parable educational programs. Therefore, any 
change in the dental caries rate between the first 
(1947) and the second (1956) study in Oak Park 
would be applicable to Evanston, and, if these 
changes were significant, it would be necessary to 
adjust the Evanston figures accordingly. Over the 
Y-vear period the authors found no significant 
change in the caries prevalence rates in children 
who were 6, 8, 12, 13, and 14 years old. They did 
note a significant increase in the prevalence rate 
in the 7-year-old children. Since the control area 
showed no statistically significant change in the 
dental caries experience rates Over a 9-year period, 
no adjustment was made in the Evanston rates. It is 
concluded that the reduction in the dental caries 
experience rates of the children of the study area 
(Evanston) is due solely to the sodium fluoride in 
the Evanston water. 
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BOOK REVIEWS 


Glaucoma: Transactions of the Second Conference, Decem- 
ber 3, 4, and 5. 1956, Princeton, N. J. Edited by Frank W. 
Newell, M.D. Sponsored by Josiah Macy, Jr. Foundation. 
Cloth. $4.95. Pp. 245, with 63 illustrations. The Foundation, 
16 W. 46th St., New York 36, 1957. 


The conference here reported dealt with the 
mechanisms of the formation of the aqueous humor, 
mathematical formulation of aqueous humor dy- 
namics, mechanisms of transport by membranes, 
and applanation tonometry. The 25 participants 
gave their “off-the-cuff” opinions informally. The ex- 
change of ideas served to promote effective com- 
munication across departmental walls which so 
often tend to isolate the professions and specialists 
from one another. Goldmann emphasized important 
diagnostic criteria in differentiating the findings in 
severe myopia and those of glaucoma in the same 
eve. He pointed out that when one measures the 
distance between the lamina cribrosa sclerae and 
retina above or below the papilla he finds that the 
distance is smaller in the glaucomatous myopic eye 
than it is in the normal eye—about half the normal 
distance: the average distance in normal eyes is 
0.72 mm., and in glaucomatous myopic eyes it is 
0.39 mm. His discussion of applanation tonometry 
is exceedingly enlightening and is recommended 
for all ophthalmologists who desire to understand 
the glaucoma problem. This book is being sold at 
cost. 


The Handicapped and Their Rehabilitation. Edited by 
Harry A. Pattison, M.D., F.A.C.P. Introduction by Major 
General Melvin J. Maas. Cloth. $14.75. Pp. 944, with illustra- 
tions. Charles C Thomas, Publisher, 301-327 E. Lawrence 
Ave., Springfield, Ill.; Blackwell Scientific Publications, Ltd., 
24-25 Broad St., Oxford, England; Ryerson Press, 299 Queen 
St., W., Toronto 2B, Canada, 1957. 


This volume is basically a reference work con- 
sisting of a series of essays by 44 authorities in the 
field of rehabilitation. Its primary purpose is the 
orientation of the different members of the rehabili- 
tation team regarding the contributions which dif- 
ferent members of this team may make and the 
widely varied problems which may have to be 
considered in the rehabilitation of the patient. The 
book is divided into four parts. The first gives the 
general principles and philosophy of rehabilitation. 
The opening chapter, by Dr. A. B. C. Knudsen, 
outlines the scope of rehabilitation and gives in 
some detail the development and organization of 
the rehabilitation services of the Veterans Adminis- 
tration. A second chapter by Dr. Pattison considers 
philosophically the relationship of the physical and 
mental constitution of the patient to the rehabilita- 
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tion program. He points out that the success or 
failure of the rehabilitation program in the indi- 
vidual patient is as dependent on the individual as 
it is on the services offered to him. The second part 
deals with nontraumatic disabilities, plastic and 
reconstructive surgery, cardiac disease, tubercu- 
losis, the injured worker, the elderly person, the 
physically handicapped child, the blind, the hard- 
of-hearing, the patient with cancer, the diabetic, 
the epileptic, and the psychiatric patient. The chap- 
ter by Dr. Morton Hoberman, dealing with the 
rehabilitation of the physically handicapped child, 
is particularly commendable, as are those chapters 
dealing with geriatrics, blindness, the hard-of-hear- 
ing, and the epileptic. The chapter on plastic and 
reconstructive surgery, although good as a surgical 
treatise, seems too technical for a book of this type 
and more appropriate for a textbook of surgery. 
The chapters dealing with cardiac diseases and 
psychiatric conditions provide a good orientation 
to these problems for the auxiliary workers in the 
field of rehabilitation, such as therapists and coun- 
selors, but offer little that is new to physicians. 
The third section presents in detail the historical 
development and the possible current functions of 
the many professions and services which may be 
represented on the rehabilitation team. The per- 
sonnel include the medical rehabilitation coordina- 
tor, the medical social worker, the rehabilitation 
nurse, the occupational therapist, the vocational 
rehabilitation counselor, the physical therapist, the 
corrective therapist, the educational therapist, the 
manual arts therapist, the librarian, the music 
therapist, the psychologist, the psychiatrist, and the 
clergyman. The newest member of this team to 
have been added in some rehabilitation centers is 
the medical rehabilitation coordinator, a layman 
who is supposed to be a_ professional co-worker 
with the chief. The office developed from that of 
an administrative worker who could take care of 
nonmedical administrative problems in the rehabil- 
itation center. Nowadays, the coordinator appears 
to have a tendency to preempt some duties which 
are properly those of the physician, such as being 
certain that the patient is receiving all of the thera- 
peutic services his problems justify. The fourth 
section deals with special problems and procedures 
in rehabilitation. This is a heterogenous group of 
essays concerned with fatigue, nutrition, the educa- 
tion of patients and their families in better home 
economics, the sheltered workshop, placement in 
industry, workmen’s compensation, the attitudes of 
organized labor toward rehabilitation, and the ex- 
tensive state-federal program of vocational rehabili- 
tation. The book covers a wide range of topics and 
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presents an interesting review of the recent devel- 
opment of the more complex types of rehabilitation 
program. It seems, however, to imply that rehabili- 
tation cannot be practiced properly without having 
available this wide diversity of special therapies, 
although many rehabilitation centers in the country 
function well with only a few of these team mem- 
bers or with the work which would be done by 
some of them being provided for the patient in 
other ways. The physician who is interested in the 
rehabilitation of patients may find many suggestions 
in this book to guide his thinking. It should be of 
value primarily as a reference book rather than as 
a textbook. 


Psychopharmacology: Pharmacologic Effects on Behavior. 
Edited by Harry H. Pennes, M.D., D. Med.Sci. ( Neurology ). 
With 41 participants. [Volume III] Progress in Neurobiology. 
Series editors: Saul R. Korey, M.D., Professor of Medicine 
( Neurology), Albert Einstein College of Medicine of Yeshiva 
University, New York, and John I. Nurnberger, M.D., Chair- 
man and Professor, Department of Psychiatry, Indiana Uni- 
versity School of Medicine, Indianapolis. Cloth. $8. Pp. 362, 
with 35 illustrations. Paul B. Hoeber, Inc. (medical book de- 
partment of Harper & Brothers), 49 E. 33rd St., New York 16, 
1958. 


In the comparatively short period since the clini- 
cal introduction of the so-called tranquilizing drugs, 
the number of workers and the volume of literature 
in the field of psychopharmacology have expanded 
at prodigious rates. Much of this work has been 
devoted to clinical evaluation of new drugs, an 
effort that has been vastly rewarding despite the 
general empirical nature of the investigations. The 
major emphasis of the laboratory studies has been 
directed toward an elucidation of the basic mech- 
anisms whereby chemical compounds can act on 
biological systems in such a manner as selectively 
to influence mental behavior. Many approaches to 
this highly complex problem have been explored 
and have resulted in the accumulation of much 
knowledge concerning the biochemical, pharma- 
cological, physiological, pathological, and psy- 
chological effects of the tranquilizing drugs and the 
hallucinogens. This volume, probably the most 
ambitious work of its kind to appear to date, pre- 
sents a comprehensive survey of the current status 
of knowledge in these areas. The 41 participants in 
the symposium reported on have discussed such 
topics as the biochemical, metabolic, and electro- 
physiological aspects of tranquilizing drug action, 
the serotonin hypothesis of psychotomimetic ac- 
tion, and the effect of indoles on central nervous 
system function. There are several excellent pres- 
entations on methodology in screening and evaluat- 
ing new drugs. Included also are discussions of the 
psychoanalytical and clinical aspects of tranquiliz- 
ing drug action. Most of the papers are followed 
by provocative discussions by other participants. 
There is an adequate subject index. Except for 
those portions dealing with behavioral changes 
after the use of tranquilizing and hallucinogenic 
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drugs in man, most of this book is of such a highly 
technical nature that it will probably be beyond 
the scope of interest of the average physician. The 
book should prove to be a valuable reference source 
for all investigating workers in psychopharma- 
cology, a new medical discipline which embraces 
biochemistry, enzymology, pharmacology, experi- 
mental psychology, and psychiatry. 


The Administration of Health Education and Physical Ed- 
ucation. By Jesse Feiring Williams, M.D., Sc.D., Clifford Lee 
Brownell, Ph.D., Professor and Chairman of Department of 
Health Education, Physical Education, and Recreation, 
Teachers College, Columbia University, New York, and EI- 
mon Louis Vernier, Ed.D., Director of Health and Physical 
Education, Public Schools, Baltimore. Fifth edition. Cloth. 
$4.75. Pp. 387, with 35 illustrations. W. B. Saunders Com- 
pany, 218 W. Washington Sq., Philadelphia 5; 7 Grape St., 
Shaftesbury Ave., London, W. C. 2, England, 1958. 


Five editions of this book, over nearly a quarter 
of a century, record the senior authors’ developing 
concept of how health education and physical edu- 
cation can be effectively administered in the schools 
of the United States. The authors state that this text- 
book “is planned for those who work in schools 
and colleges; it stresses the problems of the former 
and presents both information relative to the intri- 
cate administrations of the large city school system 
and materials which enable the beginning teacher 
in a rural community to plan his work more eftec- 
tively. Its chief function is to be a text for men and 
women students of health education and physical 
education.” The dependency of health education 
and physical education on each other and on other 
school and community interests is constantly 
stressed, as well as the relationship of persons to 
each other and to the pupils being taught. This is 
indicated by the four main subdivisions of the 
book. Under “Leadership,” the authors discuss ad- 
ministration, personnel and staff, and the business 
end of health and physical education. Under “Pro- 
gram, they cover the curriculum and the organi- 
zation of instructional materials in such related 
fields as athletics and special education. School 
health services and school environment are related 
to instruction. Under “Facilities,” the authors de- 
scribe the gymnasiums, classrooms, swimming 
pools, locker rooms, shower rooms, and the outdoor 
recreational areas. Finally, under “Community and 
State,” they relate the school to the community, 
discuss the state's responsibility in these fields, con- 
sider legal factors and public relations, and suggest 
ways to evaluate health education and_ physical 
education. The material is practical and in accord 
with the customary interprofessional thinking of 
medicine and education on the administration of 
health education and physical education. It could 
well be used as a textbook in the professional prep- 
aration of teachers and administrators and as a 
reference book for educators in practice, as well as 
for physicians serving schools as medical advisors 
or members of boards of education. 
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Outline of Orthopaedics. By John Crawford Adams, M.D., 
F.R.C.S. Second edition. Cloth. $8. Pp. 428, with 301 illus- 
trations. Williams & Wilkins Company, Mount Royal and 
Guilford Aves., Baltimore 2; E. & S. Livingstone, Ltd., 16 and 
17 Teviot Place, Edinburgh, Scotland, 1958. 


In the preface to the first edition of this textbook, 


the author states that it is intended primarily to help | 


students who are studying for the qualifying exam- 
inations and that he hopes it will also be of help to 
practitioners whose work brings them into occa- 
sional contact with orthopedic problems and _ to 
physiotherapists and orthopedic nurses. The illus- 
trations are well selected and clearly reproduced. 
The text is concise and easy to read. The introduc- 
tion includes a brief but interesting history of 
orthopedics. Chapter 1 describes various clinical 
methods used in examining a patient and arriving 
at a diagnosis. Methods of nonoperative and opera- 
tive treatment are briefly described. Chapter 2 dis- 
cusses various deformities of joints, bones, and soft 
tissue and neurological disorders. Chapters 3 to 10 
describe the orthopedic conditions that may affect 
different regions of the body. The author is the 
assistant editor of the Journal of Bone and Joint Sur- 
gery. This book is recommended to graduate stu- 
dents and orthopedists who hope to qualify for the 
American Board of Orthopaedic Surgery. Under- 
graduate students who are being taught the princi- 
ples of diagnosis and treatment of orthopedic 
conditions should find this textbook most useful. 


Electron Microscopic Atlas of Normal and Leukemic Hu- 
man Blood. By Frank N. Low, Ph.D., Professor of Anatomy, 
Louisiana State University School of Medicine, New Orleans, 
and James A. Freeman. Cloth. $25. Pp. 347, with illustrations. 
Blakiston Division, McGraw-Hill Book Company, Inc., 330 
W. 42nd St., New York 36; 95 Farringdon St., London, E.C. 
4, England, 1958. 


This is the first comprehensive book dealing with 
the electron microscopic appearance of normal and 
leukemic human blood cells. In the introduction, 
the technique developed by the authors is covered 
in detail and the general approach of the book, as 
well as the differences in the interpretation of the 
appearance of the cells under ordinary light and 
electron microscopy, is discussed. The appearance 
of normal blood cells, with magnifications ranging 
from 8,000 to 280,000, is described in the next sec- 
tion. The normal variations are described and 
illustrated in detail. The next five sections are de- 
voted to a general description of the appearance 
of the cells, under various magnifications, in the 
leukemias before and during treatment. The point 
is made in this section that the differentiation of 
the various blast cells is no easier with the electron 
microscope than with the light microscope. The 
last two sections describe the plasma cells and the 
erythrocytes. Except for some minor areas which 
might be considered controversial, such as the 
occurrence of Auer bodies in monoblasts and the 
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question of the transition of myeloblasts into cells 
of the erythrocyte series, the book is conservative 
and factual in approach. The style is simple and 
concise. The book is, for the most part, limited to 
a description and interpretation of the findings. 
The organization of the book is good; photographs 
are on the right side with clear letterings of the 
prints, and the descriptive legends are on the left. 
The prints are excellent in quality and reveal in 
great detail the fine structure of the cells. The index 
is complete, and each section has its own bibliog- 
raphy. Although it is unfortunate that the details 
revealed by the electron microscope are, at this 
time, only of academic interest and fail to help 
either etiologically or dynamically in the under- 
standing of infectious diseases, all those interested 
in electron microscopy and ultrastructure of hu- 
man blood cells should welcome this book. 


Principles of General Surgical Management. By H. A. F. 
Dudley, F.R.C.S.E., Lecturer in Surgery, University of Edin- 
burgh, Edinburgh. With assistance of B. C._ Paton, 
M.R.C.P.E, 1. F. MacLaren, F.R.C.S.E., I. B. Tait, F.R.C.S.E.., 
and G. F. Murnaghan, F.R.C.S,, F.R.C.S.E. With foreword by 
John Bruce, C.B.E., T.D., F.R.C.S.E., Regius Professor of 
Clinical Surgery, University of Edinburgh. Cloth. $6.50. Pp. 
203, with 68 illustrations. Williams & Wilkins Company, 
Mount Royal and Guilford Aves., Baltimore 2; E. & S. Living- 
stone, Ltd., 16 and 17 Teviot Place, Edinburgh 1, Scotland, 
1958. 


This monograph deals with patient care. The 
scope of this publication is beamed, primarily, to 
the surgical intern. Subjects covered include prepa- 
ration for surgery, the recognition and management 
of shock, respiratory function and_ postoperative 
chest complications, antibiotics and chemotherapy 
in surgical practice, the care of wounds, the im- 
mediate postoperative period, the management of 
prolonged unconsciousness, postoperative throm- 
boembolism, abdominal operations and their com- 
plications, the urinary tract, parenteral therapy, 
practical procedures, and investigative work in 
surgery. Line drawings, charts, tables, and diagrams 
are used to document and clarify statements and 
opinions. A short bibliography, which is primarily 
British, appears at the end of each chapter. The 
chapter dealing with simple laboratory tests is 
informative. Interns and residents should profit by 
reviewing this information at frequent intervals. 
The format is attractive, and the easy style makes 
reading this book a pleasure. This publication com- 
pares favorably with American publications dealing 
with the care of the patient, primarily in the pre- 
operative and postoperative periods. The chief field 
of usefulness will lie with interns, residents, and 
candidates for specialty examinations. Although it 
is not a provincial publication, one would be re- 
luctant to accept it in its entirety in all institutions. 
The interpretation of general surgery has been 
wide, including urology, thoracic surgery, injuries 
to the head, and other forms of trauma. 
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CONCURRENT IMMUNIZATIONS 


To tHE Eprror:—Please advise as to the contra- 
indications, if any, of giving intercurrent immu- 
nizations, for instance, giving as the first injection 
DPT, followed in two weeks by smallpox vac- 
cination, followed in two weeks by the first 
poliomyelitis injection. In addition, would this 
procedure cause adequate antibody formation as 
compared with the routine monthly injections? 
What is the present accepted immunization 
schedule? 
Parker W. Snyder, M.D., Peru, Ind. 


Answer.—Several different immunization sched- 
ules for infants, some of which utilize concurrent 
or intercurrent immunizations, for diphtheria, per- 
tussis, tetanus, smallpox, and poliomyelitis, have 
been used safely and successfully. Certain contra- 
indications exist which relate primarily to the in- 
adequate response of the very young infant to an 
antigenic stimulus. In the case of the triple antigen 
(DPT), the series of three shots makes possible 
the early formation of adequate antibodies. For 
smallpox, failures of the vaccine in very young 
infants have been shown to be due to interference 
by placentally transmitted maternal antibodies. It 
is advisable, therefore, to defer routine vaccination 
until after the infant is 5 months of age, when 
greater success can be expected. In the event of 
anticipated early exposure to smallpox, vaccination 
at any time from the newborn period on would 
be advisable. It seems reasonable to begin primary 
immunization against poliomyelitis as early as the 
second month of life. Injection of poliomyelitis 
vaccine may be done concurrently with that of 
other vaccines. It is recommended that, if the vac- 
cine is given at the same time as another vaccine, 
they should be injected separately into different 
sites. Combined preparations of poliomyelitis vac- 
cine and DPT may soon be approved and sup- 
plied commercially, but until then physicians 
should be cautioned not to mix currently available 
preparations of these materials for injections from 
the same syringe. The following schedule for rou- 
tine immunizations of infants, based on the fore- 
going information, has been suggested by the Com- 
mittee on the Control of Infectious Diseases of 
the American Academy of Pediatrics: 1 to 2 months 
of age, 0.5 cc. of DPT; 2 to 3 months of age, 0.5 ce. 


The answers here published have been prepared by competent au- 
thorities. They do not, however, represent the opinions of any medical 
or other organization unless specifically so stated in the reply. Anony- 
mous communications cannot be answered. Every letter must contain 
the writer’s name and address, but these will be omitted on request. 


2153 


QUESTIONS AND ANSWERS 


of DPT and 1.0 cc. of poliomyelitis vaccine; 3 to 4 
months of age, 0.5 cc. of DPT and 1.0 ce. of polio- 
myelitis vaccine; 5 to 6 months of age, smallpox 
vaccination; 10 to 12 months of age, 1.0 cc. of 
poliomyelitis vaccine; and 16 to 18 months of age, 
0.5 cc. of DPT. 


WATER CHLORINATION AND HEPATITIS 


To tHe Eprror:—The U. S. Army in Korea super- 
chlorinates the water, using a residual of 10 ppm, 
and makes no effort for dechlorination. This 
amount of chlorine is used in freezing weather 
because of the known effects of the decreased 
efficiency of chlorine under such conditions. At 
one station 2 ppm of chlorine may be in the tank 
and, due to stratification, sometimes none at the 
point of consumption 30 ft. away. The Army is 
plagued with poor water piping systems, with 
possible leaks and possible contamination from 
the fields where night soil is used for fertilization, 
so that at the point of consumption the residual 
of chlorine is 1-2 ppm. The people have been 
advised to boil the water when chlorine content 
was 1 ppm and then put it in the ice box for 
use later on. The U. S. Navy now has made the 
statement that no one can be hurt by drinking 
water with high chlorine content, since a person 
would not take much due to the objectionable 
taste. The-Army particularly wants a high chlo- 
rine residue because of the outbreaks of infectious 
hepatitis. Some of its own epidemiologists state 
that chlorine is not effective against the virus 
of hepatitis. Goodman and Gilman state that a 
residue of 0.2 to 0.4 ppm is very effective against 
viruses. They also state that a residue of 10.0 
ppm of chlorine is a definite gastric irritant. 
Please comment. M.D., California. 


ANnswer.—The control of infectious hepatitis vi- 
rus in drinking water depends almost entirely on 
the disinfectant, because the virus is not eliminated 
or inactivated (it may be reduced in concentra- 
tion) by preliminary coagulation, settling, and fil- 
tration of the water (Neefe and others, Am. J. Pub. 
Health 37:365, 1947). Dosages of chlorine that are 
adequate for inactivation of bacterial pathogens 
may not be adequate for that of the hepatitis virus, 
particularly if the water has a high content of un- 
oxidized organic material (Neefe and_ others, 
J. A. M. A. 128:1076-1080 [Aug. 11] 1945; Bhagavan 
and others, Indian J. M. Res. 45:1, 1957). Total and 
free residual chlorine concentrations of 1.1 and 0.4 
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ppm, respectively, after 30 minutes of contact appar- 
ently were adequate to inactivate the hepatitis virus 
under one set of experimental conditions. Amount 
of organic material, temperature, and contact peri- 
ods directly affect the amount of disinfectant re- 
quired. Substantially more free chlorine is also 
required to achieve comparable kills of Coxsackie 
A2 virus than is required to kill Escherichia coli 
cells (Clarke and Kabler, Am. J. Hyg. 59:119, 
1954). White mice can grow to adulthood from 
weanlings and thrive on water containing 200 ppm 
of free available chlorine. Histological examinations 
of stained sections by microscopic methods showed 
no abnormality (J. Am. Water Works A. 48:1903, 
1956). At Fort Bragg, N. C., over 150 persons used 
water with a chlorine content of 50 ppm. After the 
1951 flood on the Kansas River, chlorine residuals 
of as high as 90 ppm were carried in the distribu- 
tion system of North Lawrence, Kan. Residents 
drank the highly chlorinated water with no known 
adverse effects. During the Ohio River flood of 
1937, 50 ppm was used in the distribution system 
at Golconda, Ill. No adverse reactions were re- 


ported (J. Am. Water Works A. 48:1057, 1956). 


FIRE HAZARDS OF VAPORIZED ALCOHOL 


To tHE Eprror:—What are the explosive and fire 
hazards of giving 45 to 90% alcohol bubbled 
through oxygen for pulmonary edema? The oxy- 
gen supply is piped to rooms from the basement 
of the hospital. Water in a hydrating bottle on 
the wall is replaced with 45 to 90% alcohol, and 
oxygen is bubbled through this to the patient 
by means of a nasal catheter or BLB mask. No 
tent is used. Patient and visitors are cautioned 
not to smoke. Suction aspiration of pharyngeal 
mucus is occasionally used. The engineering de- 
partment of the hospital objects strongly to this 
procedure. If a hazard exists, what precautions 
should be taken when the above mixture is given 
in a patient's room? 


R. P. Howard, M.D., Pocatello, Idaho. 


Answer.—Alcohol in the pure state (200 proof ) 
in air will flash in an open cup at about 80 F and 
in a closed cup at 60 F. If the alcohol is diluted 
to 90% or less it will require a higher ambient tem- 
perature to ignite it, but with pure oxygen instead 
of air the mixture will have a correspondingly 
lower ignition point. Because of these low ignition 
temperatures it would be possible for static elec- 
tricity to provide a source of ignition. The result- 
ing explosion and fire would shatter the bottle and 
cause the danger of flying glass moving at high 
speed. The alcohol-oxygen mixture so released 
could easily set flammable materials in a patient’s 
room on fire. The procedure is highly dangerous 
and should be used as a method of therapy only 
with recognition of the calculated risk. Vaporiza- 
tion of alcohol as described in the inquiry is used 
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occasionally throughout the United States. No fires 
or explosions are known to have occurred during 
such administration. Though the hazards are about 
the same as in anesthetizing areas, it is impractical 
to recommend that the treatment be given only in 
anesthetizing areas that conform to pamphlet no. 
56. In a patient’s room, all the precautions advised 
with regard to oxygen therapy should be followed 
rigidly, and, in addition, personnel serving the pa- 
tient should be properly clothed to avoid the pro- 
duction of static electricity. It is fair to recommend 
that suction equipment be explosion-proof, pref- 
erably by use of a water-activated suction or a 
central suction system with the motors and pumps 
at a distant point. If a 30% alcohol solution in 
water is used with nebulization, there is no igni- 
tion hazard related to the alcohol; however, due 
to the high concentration of oxygen used, precau- 
tions, such as no smoking, must still be in effect. 
A 30% instead of a 45 to 90% mixture is recom- 
mended because it has been found to be as effec- 
tive as higher concentrations of alcohol and _ be- 
cause it reduces the fire hazard. 


SWIMMER'S ITCH 


To THE Eprror:—It is known that schistosomiasis is 
prevalent in the waters from Puerto Rico to Japan 
and China, yet there seems to be a lot of doubt as 
to whether it is present in Korea. Last year the 
U.S. Army classified hundreds of different types 
of snails found in Korea and claimed that none 
of these were the hosts of the miracidia of schis- 
tosomes. In a recent issue of the Annals of In- 
ternal Medicine there was an article by a pro- 
fessor at the University of Puerto Rico who 
stated that in his experience, extending over a 
period of 12 years, he had examined many pa- 
tients with schistosomiasis. He stated further 
that the cecariae of schistosomes could not live in 
salt water. However, the author of a recent article 
in THe JourNnaL claimed that schistosomiasis 
could cause swimmer’s itch. The article did not 
state that this disease occurred as the result of 
swimming off the coast of Hawaii; however, it 
seems that other articles have cited this cause. 
If this is true, then the cecariae can live in salt 
water. An opinion on the subject would be ap- 
preciated, as there are many snails in Korea, par- 
ticularly in the most desirable swimming areas. 
These are dotted with homes built by the Japa- 
nese who previously inhabited this area, and un- 
doubtedly some of those persons had schistoso- 
miasis japonicum. M.D., California. 


ANSWER.—Swimmer’s itch is attributed to infesta- 
tion of human skin with cecariae of avian schisto- 
somes, which do not penetrate into the internal 
blood vessels. Originally these infestations were re- 
ported only from fresh water; however, recently 
some type of “swimmer’s itch” has been reported 
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from several coastal areas of North America and 
Hawaii. The details of schistosome species or of 
intermediate snail host species involved in these in- 
stances are not available. There are three species 
of the blood fluke Schistosoma which are parasites 
to man. S. mansoni is found in the West Indies and 
S. japonicum in the Far East. S. japonicum utilizes 
a single genus of snail (Oncomelania ) as the inter- 
mediate host, while S. mansoni has a wider but 
still limited choice of snails for hosts. As the letter 
stated, apparently the right kind of fresh water 
snail is not found in Korea to serve as intermediate 
host for S. japonicum. 


DISEASES FROM PERVIOUS TILE 


To tHE Eprror:—Among the general requirements 
of the Plumbing Code in Miami, Fla., is the fol- 
lowing regulation: “Plumbing fixtures shall be 
constructed from approved materials that have a 
smooth surface. They must be free from defects 
and concealed fouling surfaces and, except as 
permitted elsewhere in this code, shall conform 
in quality and design to one of the standard 
table no. 46-c. Fixtures constructed of tile and 
other pervious material and equipped with a 
waste outlet to retain water shall not be per- 
mitted.” This is because of the grease and dirt 
that may be trapped between the tile and in the 
tile itself if it is not impervious; but if asked 
what diseases could be transmitted by the use 
of pervious tiles, with the exception of derma- 
tophytosis, one would be at a loss. Are there 
other diseases so transmitted? 


William B. Welch, M.D., Miami, Fla. 


ANSWER.—It is often difficult to cite the scientific 
basis for many provisions of sanitary codes. The 
provision in plumbing codes specifying that fix- 
tures should have smooth, impervious surfaces that 
do not craze or crack is based on past experience 
that a porous or cracked piece cannot be cleaned in 
a bacteriological sense, even with great effort. It 
may be a source of great interest to some as to what 
types of organisms may find a suitable environment 
in these small cracks and pores and actually multi- 
ply. Several years ago, the U. S. Public Health 
Service, in collecting evidence for improving drink- 
ing fountain codes, cultured the organisms found 
on the walls of drain lines of existing drinking 
fountains. A wide variety of organisms, some 
pathogenic, were found, but to say that their 
presence contributed to disease transmission would 
be difficult to prove. Likewise, the presence of 
pathogenic bacteria lodged in the pore spaces of 
an unglazed plumbing piece cannot be proved to 
be the source of infectious disease, but it could be 
under certain circumstances. It should be borne in 
mind that bath tubs and even wash basins are 
reservoirs of dilute sewage in their intended func- 
tion. Specifying only known cleanable surfaces as 
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such may be easily justified on aesthetic grounds if 
not by the possibility of transfer of organisms from 
body openings from one person to the other. 


AMPUTATION FOR GANGRENE 


To THE Eprror:—A 75-year-old woman, diabetic 
but not requiring insulin, has arteriosclerosis ob- 
literans of lower extremities. She entered the 
hospital with beginning gangrene of the left foot. 
On physical examination, no arterial pulsations 
were felt below the femoral artery. Despite anti- 
coagulant and antibiotic therapy and regulation 
of the diabetes, gangrene spread to involve the 
left lower extremity below the knee. Please com- 
ment on the best site for amputation—supracon- 
dylar or middle of left femur. M.D., Florida. 


ANSWER.—The proper level of amputation in this 
case depends on the extent of the gangrene. Pres- 
ervation of the knee joint is of great importance, 
if it is possible. Amputation below the knee has 
the advantages of lower mortality, better chance 
for rehabilitation, and less tendency to stump pain. 
If gangrene does not extend up to the ankle, if the 
leg is warm, and if there is no contracture of the 
knee joint, a mid-leg amputation should be tried. 
If the gangrene extends to the ankle or above, a 
mid-thigh amputation is necessary. There are three 
types of thigh amputations. The Gritti-Stokes am- 
putation is a supracondylar amputation which util- 
izes half of the patella for a weight-bearing stump. 
The Callander operation (J. A. M. A. 110:113-118 
[Jan. 8] 1938) is a supracondylar amputation which 
removes the patella but uses the bed of this bone 
for a weight-bearing stump. Both of these opera- 
tions are more likely to have postoperative com- 
plications than a mid-thigh amputation. At the 
present time most prostheses are fashioned for a 
non-weight-bearing stump and are very satisfactory. 
The operation which is least likely to cause com- 
plications and which produces a good end-result 
is a mid-thigh amputation. 


RADIATION PROTECTION 


To tHE Eprror:—Is there any possible danger to 
an x-ray technician under the following condi- 
tions? A 30-ma. diagnostic tube is used, with no 
fluoroscopy, at maximums of 85 kv. and 3 sec- 
onds with no more than 20 exposures per week, 
and a lead apron is worn. 


Leonard Casser, M.D., Cresskill, N. J. 


ANSWER.—The radiation protection problem posed 
here involves a modest maximum workload of 20 
exposures per week, partial protection of the tech- 
nician with a lead apron, and a relatively low- 
capacity x-ray machine. Unfortunately, this is not 
sufficient information to determine whether the 
technician’s radiation exposure exceeds the maxi- 
mum permissible levels as specified by the Na- 
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tional Committee on Radiation Protection. These 
recommendations, as stated in Handbook no. 60 
(for sale by the Superintendent of Documents, 
Washington 25, D. C., at 20 cents), allow an aver- 
age dosage of about 5 r to the whole or major 
part of the body per year. Under the worst com- 
bination of machine conditions and the technician’s 
own work habits and techniques, the yearly maxi- 
mum permissible dose could be exceeded within a 
few weeks. Under proper conditions, the technician 
should not receive more than about one-fourth or 
less of this exposure from the stated amount of 
work in a year. To estimate the exposure received, 
one needs to know the measured radiation output 
of the x-ray machine, whether the added filter and 
beam limitation by cone or diaphragm are ade- 
quate, and where the technician stands in relation 
to the x-ray tube and its primary beam and how 
far away during exposures. A properly shielded 
control booth should be used, and, of prime im- 
portance, the technician should never hold the 
patient or otherwise put a part of her own body in 
direct beam. The best way to find out if radiation 
protection is adequate is to have a protection sur- 
vey performed by a qualified expert, usually a 
radiologic physicist. For regular work of this ex- 
tent, it is advisable to monitor exposure with film 
badges, as are now supplied by a variety of com- 
mercial sources. By these means the safety of the 
technician can be assured. 


DEATH FOLLOWING LYE BURN 


To tHE Eprror:—A 50-year-old plumber knelt in 
lye, while working, and got extensive burns of 
both knees. He was treated with antibiotic oint- 
ments and two courses of tetracycline therapy, 
each of five days’ duration. One month after the 
accident the patient became jaundiced; he 
showed congestive heart failure two days later 
and died after another three days. The pathol- 
ogist reported fatty changes in the liver, kidneys, 
and heart; hypertrophy of the myocardium; coro- 
nary and aortic atherosclerosis; congestion and 
edema of the lungs; acute gastritis; edema of the 
brain; and ulceration of both knees. The patient 
drank heavily until a few years ago. Is there a 
possibility of a causal relationship between the 
accidental chemical burns and/or the treatment 
of them and his death? The patient is survived 
by his widow and nine minor children, and, 
since this is a compensation case, even the possi- 
bility of an aggravation of a preexisting condi- 
tion by accident or treatment would help his 
nearly destitute family. 


Harry K. Grottewit, M.D., New York. 


Answer.—Lye burns are strikingly restricted to 
the exposed area. No alkalies, as such, are absorbed, 
although profound shock may supervene. The inter- 
val of one month between the accident and the 
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appearance of significant systemic involvement 
tends to minimize any primary connection between 
the accident and the subsequent death. While 
many antibiotics have caused disturbances chiefly 
on an idiosyncratic basis, the agents mentioned 
are not known to be outstanding in this respect. 
The autopsy report appears to indicate a series of 


_long-standing degenerative processes. It is unlikely 


that the lye burns directly contributed to the death. 


CORTICOIDS AND THE ASTHMATIC 
PATIENT 


‘To THE Eprror:—An asthmatic patient, during the 


postmenopausal period, has been treated with 
corticoids by other physicians. Under present 
treatment, her asthma has been improved suffi- 
ciently so that the dosage of hydrocortisone could 
be reduced to 7.5 mg. per day. However, she 
now shows evidence of classic moon face and 
fluctuating hypertension. Her 17-ketosteroid ex- 
cretion per 24 hours is extremely low, indicat- 
ing that under sudden stress she may die unless 
promptly and adequately sustained with steroids. 
She has a 4+ reaction locally when given an in- 
tramuscular injection of corticotropin gel and/or 
corticotropin-zinc hydroxide, with reactive areas 
of spongiosis 6 in. in diameter when either of 
these two products is injected. How should this 
patient be treated? 


Clifford H. Kalb, M.D., Milwaukee. 


Answer.—Hydrocortisone might be given in grad- 
ually decreasing doses until the patient could be 
without it entirely for a while. ACTH could be 
given with an antihistamine, such as diphenhydra- 
mine hydrochloride, injected at the same time. If 
it is necessary to resume steroid medication, she 
should be given some other preparation, such as 
triamcinolone (9a-fluoro-16a-hydroxyprednisolone ) 
or methylprednisolone. These newer preparations 
have less tendency to produce moon face and 
hypertension. 


PAYMENT FOR OBSTETRIC CARE 


To THE Eprror:—What is the best manner for an 
obstetrician to go about billing his patients for 
prenatal care? If $75 of a $150 delivery charge 
is for prenatal care and $75 for the actual deliv- 
ery, how should monthly bills be sent so as not 
to confuse the patient? M.D., Texas. 


ANsweR.—The method of handling obstetric fees 
varies with the doctor, the patient, and the locality. 
In any case the patient should be informed at the 
first visit what the fee will be and how it is ex- 
pected to be paid. One big problem in charging 
for each prenatal visit is that many patients neglect 
their appointments, so that the physician could not 
divide the fee into two parts and still charge for 
each visit. A common method is to set the fee and 
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ask the patient to pay half prior to delivery and the 
balance after delivery. Another method, which 
means extra bookkeeping, is to have the patient 
make a deposit at each prenatal visit. If seen early 
in her pregnancy she will have paid most of her bill 
before delivery. Most patients will carry out any 
method the physician decides on provided they are 
well informed about the system. 


Answer.—The adjustment of obstetric fees varies 
from community to community and from doctor to 
doctor. Whatever plan is devised, no problems need 
arise if the patient and her husband have a full 
understanding of the fee program at the time of 
engagement of services. Most patients welcome a 
talk from the doctor along these lines but hesitate 
to introduce the subject. The doctor should take 
the initiative. In the case here presented, it would 
appear that $100 for delivery and hospital visits 
plus prenatal and postnatal office visits at a specific 
rate would simplify the situation. Extraordinary 
services at any period would be extra and should 
be so understood. It is easy enough to say at the 
conclusion of the first visit, “I suppose you and 
vour husband would like to know something about 
the cost of all this.” These are days of budgeted 
incomes, and let us hope that the role of the doctor 
as advisor and friend has not been lost in so-called 
medical progress. 


OBESITY AND HYPOGONADISM 

To THE Eprror:—A 14-year-old boy weighs 155 lb. 
(70.3 kg.) and is 5 ft. 1 in. (154.94 cm.) tall. He 
has excessive fat around hips, abdomen, and 
breasts. He has a small penis and no male distri- 
bution of hair. His basal metabolic rate is -19%. 
Such measures to control weight as diet, thyroid 
administration, and therapy with dextro ampheta- 
mine sulfate have failed. Please describe further 
diagnostic measures and treatment. 


M.D., Oklahoma. 


ANswer.—The clinical description suggests that 
the patient may have a disorder of the hypothala- 
mus with obesity and hypogonadism, resembling 
that originally described by Babinski and Frdlich. 
This can be on the basis of a craniopharyngioma 
or other organic lesion, but more likely no gross 
intracranial pathology will be found. X-rays of the 
skull and for bone age should be obtained and the 
visual fields, urinary 17-ketosteroids level, and, if 
possible, levels of 11-oxysteroids, urinary gonado- 
tropins, and serum protein-bound iodine (or radio- 
active iodine uptake) and urine concentrating abil- 
ity determined. It is probable that the urinary 
17-ketosteroids and gonadotropin levels will be 
low in this patient irrespective of whether a gross 
cerebral lesion is present. The thyroid function and 
urine concentrating ability should be normal un- 
less a gross anatomic disorder exists. Treatment 
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might consist of chorionic gonadotropin injections 
at a high dosage, 2,000 units three times weekly, 
for one to three months, or, alternatively, methyl- 
testosterone, 5 mg. twice daily as a buccal tablet, 
with caloric restriction. This program would, of 
course, have to be extended if an organic lesion 
were present with or without other evidences of 
endocrinopathy. 


FORMALDEHYDE HAZARD 


To tHe Eprror:—Is there any information available 
regarding formaldehyde found in the blood 
stream of employees working in mills, plants, or 
stores selling or manufacturing the new resinate 
wash-and-wear garments? An article published 
in the Daily News Record regarding this subject 
reported on a plant closing in Phoenix, Ariz., 
recently because of illness resulting from em- 
ployees handling urea formaldehyde resins. The 
Department of Health and Hospitals of Denver, 
Colo., has also sent out warnings regarding this 
problem. 

]. G. Probstein, M.D., St. Louis, Mo. 


Answer.—The urea formaldehyde resins have 
long been in industrial use with many applications, 
such as a thermosetting glue in laminated wood 
production. Contact dermatitis may appear after 
exposure to the unpolymerized resins, but these 
substances chiefly are harmful because of allergenic 
properties, with the formaldehyde believed to be 
the more active fraction. Bronchial asthma may 
also be caused by these resins on an allergic basis. 
In the garments referred to in the query, the as- 
sumption is that polymerization is complete. There- 
fore, little difficulty should be expected from their 
wear, although, as a rarity, sensitization to the fin- 
ished product might arise. There is no reason to 
believe that formaldehyde would appear in the 
blood stream of workers as a result of this exposure. 
This query is concerned only with stores selling 
these garments and factories manufacturing them. 
Here the exposure, if any, is minimal. In the manu- 
facture of the resins themselves, the response might 
be different, since formaldehyde is a gas of well- 
established toxic properties. 


SAFE MILK ABROAD 

To rue Eprror:—A diabetic patient is planning to 
travel in France and is worried about the direc- 
tive issued by the U. S. Army that milk should 
be heated before it is safe to use. Is this true of 
the large cities, as well as of the rural areas? 
What advice should the patient be given? 

Joseph T. Beardwood Jr., M.D., Philadelphia. 


Answer.—Nearly everyone in Europe boils milk 
before drinking it. This is done to kill any contami- 
nating organisms and to retard souring. Even in 
countries where pasteurization is practiced, people 
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continue to boil milk. As recently as 1955, the 
French Academy of Medicine passed a resolution 
requiring that all milk be boiled before use. This 
applied to both pasteurized and raw milk. Many 
animal diseases transmissible to man are spread by 
milk. Among the most common of these in Europe 
are bovine tuberculosis, brucellosis, and streptococ- 
cic infections. Milk may also be contaminated with 
any of the enteric types of bacteria. In some parts 
of Europe these diseases have been brought under 
control, e. g., Norway, Sweden, Denmark, and Hol- 
land. Other countries are making progress in elimi- 
nating these diseases, especially Great Britain, Ger- 
many, Switzerland, and Austria. The U. S. Army 
Veterinary Corps officers have the latest information 
on the best supplies of milk in Europe. They have 
done an excellent job of assisting milk producers 
and suppliers in providing a high quality product, 
but, lacking detailed knowledge and with wide 
variations still existing, a traveler would be well 
advised to drink only boiled milk. 


STIPPLING OF ERYTHROCYTES 

To THE Eprror:—An employee in a paint factory 
is exposed to the fumes of benzene ring solvents. 
Two blood smears taken six months apart re- 
vealed stippling of his red blood cells. Otherwise 
he is apparently healthy. A dozen other em- 
ployees in the factory who have a greater ex- 
posure to the benzene ring compounds do not 
show any stippling. Could this stippling be due 
to causes other than occupation? This employee 
does not handle lead. M.D., Illinois. 


ANnswer.—The query fails to note the exact ben- 
zene compounds to which exposure exists. The 
assumption is that toluene may be the chief com- 
ponent. Likewise, the query fails to provide in- 
formation as to other hematological findings. An 
occasional stipple cell is a normal occurrence. If 
the exposure is to benzene itself, an increased 
number of stipple cells could appear, but a leuko- 
penia is of greater significance. The actuality of 
benzene exposure may be indicated by the urine 
sulfate test. The ratio of inorganic sulfates to total 
urinary sulfates usually is at or above 85%. On 
exposure to benzene, this ratio may diminish to 
70% or lower. Any ratio below 70% is significant. 
This test is not specific for benzene, nor is it a posi- 
tive proof of benzene intoxication. Rather, it indi- 
cates some degree of exposure. Rarely, toluene 
modifies the blood findings, but this may be due to 
benzene as an impurity in the toluene. In the pres- 
ent instance, inquiry should be made as to lead 
exposure apart from work, but the qualitative 
demonstration of red blood cell stippling is in it- 
self not diagnostic of lead poisoning. 
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OFFENSIVE SWEATING IN AN INFANT 
To THE Epiror:—A patient, 84 months old, is ap- 
parently perfectly healthy, with no suggestion of 
rickets. He was never breast fed, but he seems 
to have developed normally. The mother says 
that frequently, for no apparent reason, and 
when even more lightly clad than the room tem- 
perature would dictate, he breaks out in a pro- 
fuse sweat. In addition to this, the mother com- 
plains that when he sweats, and especially if 
this happens several hours after he has been 
bathed, he exudes an offensive body odor sug- 
gestive of an unbathed workingman. She is anx- 
ious to find some cause for both of these symp- 
toms. A possible diagnosis of rickets does not 
seem to fit in with his history of adequate vita- 
min intake since birth. 
Frank Howard Richardson, M.D. 
Black Mountain, N. C. 


ANnswer.—An 8'-month-old infant with intermit- 
tent hyperhidrosis and bromhidrosis is rare. Brom- 
hidrosis can be caused by such substances as garlic 
or sulfur-containing drugs, for instance, some of the 
newer drugs used to treat seborrhea. Arsenicals 
and bismuth can cause increased sweat and some 
odor. Those containing arsenic cause a garlicky or 
onion-like odor. The odor can be caused by the 
action of certain bacteria and/or fungi on the or- 
ganic matter present in sweat areas. When the sit- 
uation is intermittent, it is probably not advisable 
to use any drugs which are known to decrease 
sweat formation. More frequent bathing, with local 
application of a deodorant lotion or powder, may 


be helpful. 


BICARBONATE TITRATION 


To THE Eprror:—Is the Haskins and Osgood modi- 
fication of the Van Slyke and Cullen method for 
titrating the bicarbonate content of plasma as 
reliable in determining acidosis as the determi- 
nation of the carbon dioxide combining power? 
What table or factor is used in connection with 
this procedure in deciding on therapy for aci- 
dosis or alkalosis? 


Donald F. Holm, M.D., Benson, Minn. 


Answer.—Van Slyke, Stillman, and Cullen, in 
their original description of the procedure for ti- 
trating bicarbonate in plasma as compared to the 
earlier gasometric determination of carbon dioxide 
content, stated, “For clinical and most experimen- 
tal purposes .. . it appears that the two methods 
give so nearly identical results that they may be 
used interchangeably.” Haskins and Osgood modi- 
fied the method because students had trouble in 
determining the end point of the titration. This 
still remains the chief objection to the method, 
but, with experience, results obtained by the titra- 
tion method will be satisfactory. The gasometric 
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method gives somewhat higher values. A factor to 
convert the value obtained by titrating the bicar- 
bonate content of plasma to the carbon dioxide 
combining power is used as follows: Determine 
the number of milliliters of N/50 hydrochloric acid 
neutralized by subtracting the number of milliliters 
of N/50 sodium hydroxide used from the titration 
value of 5 ml. of acid. Multiply this figure by 22.4. 
The result will equal the alkali reserve or carbon 
dioxide combining power. 


ENDEMIC GOITER 
To THE Epiror:—On visiting various villages dur- 
ing a two-week medical missionary itinerary into 
the jungles of British North Borneo, it was in- 
teresting to note that characteristic areas had 
certain problems. In particular, a 90% occurrence 
of colloid goiter of huge dimensions was en- 
countered. The children of the village also had 
goiters, many of them with typical findings of 
cretinism. The youngest child with a large col- 
loid goiter and cretin-like findings was 4 years 
old. Are any of these physical changes reversible 
by administration of thyroid to people of this 
area? 
Alfred O. Mazat, M.D., Singapore, Malaya. 


ANSWER.—Endemic goiter occurs in several areas 
of the world and is considered the result of inade- 
quate ingestion of iodine. Certain plants, for ex- 
ample, plants of the kale family, contain a goiter- 
producing substance. If plants containing such 
goitrogenic material are ingested in large amounts 
and at frequent intervals, goiter may result. One 
or the other or both of these causes probably ac- 
counts for the goiters described. It is most unlikely 
that these goiters represent familial goitrous cre- 
tinism, a rare condition. Desiccated thyroid ad- 
ministered to these individuals may be expected 
to correct hypometabolism and reduce the size of 
the goiters. It should not be expected to correct 
completely the mental and physical retardation 
which is a consequence of congenital hypothy- 
roidism. 


USE OF TOBACCO AND ALCOHOL AFTER 
CORONARY THROMBOSIS 


To THE Eprror:—A 53-year-old man is now appar- 
ently completely recovered, with normal electro- 
cardiogram, from a coronary thrombosis. He has 
been doing his usual work for the past two 
months. Before the attack he took one drink of 
liquor and smoked three to four cigars daily. 
May he continue this routine now? 


Samuel S. Schept, M.D., Union City, N. J. 


ANswER.—Since tobacco is known to cause ar- 
terial vasoconstriction and since, occasionally, elec- 
trocardiographic changes of coronary insufficiency 
can be seen to occur in sensitive persons after 
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smoking, the use of tobacco would seem contra- 
indicated after coronary thrombosis. From a more 
practical standpoint, however, in the management 
of the entire patient it is at least equally important 
that he be emotionally rehabilitated, with the real- 
ization that his life can again be productive after 
a heart attack. If such rehabilitation requires that 
he be permitted to smoke a few cigars daily, it is 
probably more important that this be done than 
that the possible deleterious physiological effects 
be permitted to weigh too heavily. In general, 
moderation and not total abstinence would seem 
the most practical answer. Most persons who have 
had a complete functional recovery after coronary 
thrombosis may be permitted a drink of liquor and 
a few cigars daily if that was their lifelong habit 
previously. 


DERMATITIS MEDICAMENTOSA 


To THE Eprtor:—A patient developed a severe toxic 
dermatitis after a period of therapy with one of 
the new long-acting sulfonamides. Several months 
later, she still had a mottled erythematous dis- 
coloration of her face and arms, the parts most 
involved at the height of the dermatitis. The 
urine remained clear throughout the illness. How 
can this skin condition be cleared? What is the 
prognosis in regard to future systemic reactions 
to chemotherapy? M.D., Illinois. 


ANSWER.—Erythema after a severe drug derma- 
titis may persist for many months and probably 
represents a local vascular disturbance. Internal 
use of corticosteroids probably would cause prompt 
improvement but cannot be recommended for such 
a harmless condition. Topical creams containing 
hydrocortisone or prednisolone may be tried, and 
antihistamines may be given internally. This der- 
matitis apparently is an allergic response to the 
long-acting sulfonamide. The patient may have 
become sensitized also to other sulfonamides. Since 
she suffered from a severe dermatitis, it is likely 
that she would get another attack of the dermatitis 
if she received the same sulfonamide and would 
run a great risk in case some other sulfur prepara- 
tion was given. This patient should avoid all sul- 
fonamides in the future. 


CHLORINATION OF WATER 


To THE Eprror:—In using a chlorine solution to 
make water safe for drinking, would a solution 
containing double the recommended amount of 
chlorine disinfect the water twice as fast? 


M.D., Indiana. 


ANnswek.—In many situations the use of twice the 
chlorine dosage will halve the contact time re- 
quired for disinfecting water. This is only an 
approximation, however, and is not universally 
true. The reactions of chlorine with various impuri- 
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ties in the water are complex, and the bactericidal 
effectiveness of chlorine depends on a number of 
factors, including temperature, type of chlorine 
residual (whether free or combined ), hydrogen ion 
concentration, chlorine residual concentration, and 
the contact time. In all cases, it is the residual con- 
centration after reaction with impurities rather 
than the chlorine dose that is significant in killing 
micro-organisms. Although the residual concentra- 
tion will generally increase with increasing chlorine 
doses, there are situations where increasing the 
chlorine dose will actually result in a smaller chlo- 
rine residual. 


BACTERIA COUNT OF YOGURT 
To THE Eprror:—What is the bacteria count of 
yogurt? M.D., Illinois. 


ANsweER.—Because yogurt is made in many ways, 
a precise estimate of the bacteria count is not pos- 
sible except for individual batches or for the com- 
mercially prepared product which has been made 
under standardized conditions. The fermentation of 
milk to produce yogurt is controlled chiefly by tem- 
perature, by the use of special composite cultures, 
and by the use of milk which has been previously 
subjected to high heat treatment to destroy un- 
wanted micro-organisms. Time is another factor. 
When the milk is first inoculated the bacteria count 
is low but increases rapidly to a peak, after which 
it tends to recede with changes in the pH of the 
product which is associated with the fermentation 
process. Thus, in commercially prepared yogurt the 
count tends to reach a high point, in the neighbor- 
hood of 500 million per cubic centimeter. This is 
followed by a diminution of the count to about 200 
million. 


SORBITAN METABOLISM 


To THE Eprror:—In what form, if any, would a 
sorbitan trioleate be metabolized by the human 
body? This and similar substances are used as 
emulsifying agents for some of the linoleic acid 
preparations now being marketed for the treat- 
ment of coronary artery disease. According to 
Kinsell, oleic acid, though unsaturated, is not 
sufficiently unsaturated to produce a significant 
hypercholesteremic effect. It may even neu- 
tralize the effect of linoleic acid. After these 
sorbitan trioleates are absorbed, metabolized, 
and utilized by the body as fats, is it not pos- 
sible that they would antagonize the action of 
the linoleic acid relative to the effect on the 
blood cholesterol level? M.D., New York. 


ANSWER.—There is no cause for concern, because 
the amount of the emulsifying agent used is small 
and because oleic acid appears to be, so to speak, 
in a neutral corner. As compared to dietary carbo- 
hydrate, it neither raises nor lowers plasma cho- 


J.A.M.A., Aug. 23, 1958 


lesterol level in most of the patients studied thus 
far. It is probable that if one were to include a 
very high proportion of oleic acid with linoleic 
acid the net effect of the linoleic acid would 
be greatly diluted. Small amounts of oleic acid, 
whether as a glyceride or in other forms, will prob- 
ably have a negligible effect on the lowering of 
the cholesterol level which one would expect from 
an adequate amount of linoleic acid preparation. 


IMPOTENCE 


To THE Eprror:—At about what age, if any, may a 
presumption of impotence be fairly attributed 
to age? Is there any presumptive evidence of 
impotence in the objective appearance of an 
elderly man’s genitals, such as pronounced and 
persistent relaxation or retraction, or in the status 
of the bulbocavernosus reflex? Is the frequency 
or infrequency of erotic dreams, with or without 
emission, any index of potency? Can any in- 
gested substances, such as foods, drinks, addi- 
tives, or drugs, cause a discoloration of semen 
that would be evident in an ejaculate? 


Joseph H. Toomey, M.D., New York. 


ANSWER.—The male does not experience an ab- 
rupt cessation of sex hormone secretion. Potency 
may therefore continue undiminished for an in- 
definite period. Once the sex habit is well estab- 
lished, potency may persist even after castration. 
There is no age at which the human male can be 
presumed to be impotent. Objectively, there is no 
sign which is indicative of impotence. Marked re- 
laxation and shriveling of the genitalia may sug- 
gest a cessation of sexual activity but are not 
absolutely diagnostic. Erotic dreams and nocturnal 
emissions are not at all uncommon in young or 
middle-aged men who are impotent, and these are 
no indication of a man’s sexual potential. The color 
of the semen depends on flavins which are present 
in the seminal vesicular secretions. There is no 
known reference in the literature to discoloration 
following the ingestion of foods or drugs. 


PRURITUS VULVAE 


To THE Eprror:—A 50-year-old married woman 
with definite menopausal symptoms who had a 
hysterectomy in 1953, including unilateral oopho- 
rectomy, has for the past six months had an itch- 
ing, mildly vesicular eruption around the hairline 
surrounding the labia majora. There does not 
seem to be any intravaginal trouble. Mild lotions, 
sulfonamide ointments, and steroid preparations 
give only temporary relief. How can this annoy- 
ing condition be cured? Mississippi. 


ANSWER.—One would think: first of recurrent 
herpes simplex, the most feasible treatment for 
which would be the application of an ointment or 
lotion containing bacitracin. Repeated injections of 
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smallpox or poliomyelitis vaccine are sometimes 
recommended, but too often the results are disap- 
pointing. Contact dermatitis from some irritant, 
such as nail polish, must be considered, but if this 
were the cause the irritation would not be confined 
to the one area. A fixed drug eruption is another 
diagnostic possibility. Such diseases as pemphigus 
or dermatitis herpetiformis are not likely to remain 
localized for a period of six months. Regardless of 
the cause, cool wet packs of a 0.5% solution of 
aluminum subacetate should afford relief from the 
itching. 


CHRONIC AND RECURRENT FURUNCLES 


To THE Epitor:—A 12-month-old girl has had re- 
peated crops of staphylococcic furuncles. Staphy- 
lococci of the same strain were found in the 
mother’s nose. There has been response to no 
antibiotic except chloramphenicol, which has 
been used several times; obviously, repeated use 
is not advisable. Are there any indications and/or 
contraindications to the use of autogenous or 


stock vaccine? M.D., Pennsylvania. 


ANsweR.—There are no contraindications to the 
use of vaccine for the treatment of chronic and 
recurrent furuncles. The course of treatment, how- 
ever, is necessarily prolonged, and the injections 
are painful. This treatment has been discarded by 
most physicians since antibiotic drugs became avail- 
able, because the latter are much more effective. 
Usually treatment consists of cleansing the skin 
with a soap substitute containing hexachlorophene, 
adequate doses of an antibiotic agent to which the 
patient is not allergic and to which the infecting 
organism is susceptible, and the application of an 
ointment containing a combination of neomycin, 
bacitracin, and polymyxin B. If this regimen should 
prove inadequate, a search should be made for a 
systemic abnormality. 


COLLECTION OF SEMEN SPECIMEN 


To tHe Eprror:—What methods of collection of 
semen specimens for sperm counts in the diag- 
nostic study of sterility are approved by the 
Catholic church? 


A. F. Merlino, M.D., Bedford, Mass. 


Answer.—The methods which are acceptable to 
the Catholic church are as follows: (1) intercourse 
with a perforated condom, which allows some 
semen to be deposited in the vagina; (2) removal 
of semen immediately or soon after normal coitus 
from the genital tract of the woman; (3) direct 
removal of semen by aspiration from testes or 
epididymides; (4) expression of fluid by massage 
from seminal vesicles; (5) semen obtained as the 
result of spontaneous or involuntary emission; (6) 
extraction of seminal remnants about an hour after 
intercourse; (7) expression of male urethra after 
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normal intercourse; and (8) collection of sperms 
(which would otherwise be lost) in a vaginal cup 
inserted in the vagina after intercourse. 


VITAMIN K AND PERTUSSIS 


To tHE Eprror:—A German article reports on the 
value of vitamin K in treatment of pertussis. If 
the reports are true, why is not vitamin K more 
widely known and used in this disease? The 
clinical picture of the baby sick with pertussis 
is indeed pitiful. Please give more information 
about why vitamin K is effective. 

R. P. Little, M.D., Schwelz, Switzerland. 


ANSWER.—No_ control series on Vitamin K_ in 
pertussis therapy has followed the first report from 
Portugal and Spain, but a number of disappointing 
failures were reported from physicians in France, 
England, and the United States. It is not clear 
whether the reported successes are not perhaps 
analogous to such nonspecific old-stvle remedies 
as the exposure to gas, popular many years ago in 
the United States, or the ascent in an airplane to 
high altitudes occasionally employed in France. 
For the present this subject must remain open be- 
cause of complete failure ‘to confirm the findings 
by several interested individuals. 


LINOLEIC ACID CONTENT OF NUTS 


To THE Eprror:—A great deal has been written 
lately about the role of linolenic acid in helping 
the body better to utilize the saturated fats. 
Please give a list of the common edible nuts with 
their respective content of linolenic acid. How 
much of these nuts one would have to eat to 
obtain a beneficial effect? \f.D.. New York. 


Answer.—Figures for linolenic acid content of 
nuts are not available. The following figures, taken 
from an article by Hayes and Rose (J. Am. Dietet. 
A. 33:26, 1957), represent the amount of linoleic 
acid present in some common edible nuts: almonds, 
12 to 15 nuts or 15 Gm., 1.54 Gm. of linoleic acid; 
peanuts (roasted), 15 to 17 nuts or 15 Gm., 1.72 
Gm.; pistachio nuts, 30 nuts or 15 Gm., 1.56 Gm.; 
and English walnuts, 8 to 15 halves or 15 Gm., 6.20 
Gm. It is impossible at present to suggest any par- 
ticular quantity of these nuts as being desirable to 
ingest daily. 


PROGRESSIVE PIGMENTARY DERMATOSIS 


To THE Eprvor:—What is the cause, pathogenesis, 
and treatment of progressive pigmentary der- 
matosis? 


Mervin Rosenberg, M.D., Northwood, N. D. 


ANSWER.—Progressive pigmentary dermatosis is a 
subacute inflammatory skin disease affecting chiefly 
the lower extremities. It is characterized by groups 
of red, yellow, or brown puncta that develop into 


958 
167 SSS 


patches. There is a gradual extension of the process 
over the legs, feet, and thighs. The upper extremi- 
ties and trunk, too, may be involved, although less 
often. The older lesions turn brown and then grad- 
ually fade. The process is apparently not due to 
impaired circulation. The red components differ 
from the darker hues found in stasis dermatitis. 
This disease clears spontaneously after months or 
vears. There are no subjective symptoms. The 
cause is unknown, but hypercholesteremia has been 
found in a number of cases. No treatment is effec- 
tive nor is any necessary, because almost always 
the only affected parts are covered by clothing. 


VETERINARY ANTIBIOTICS 


To rue Eprror:—Is there any essential difference 
in the antibiotic drugs used for human beings 
and domestic animals? A patient who used veter- 
inary penicillin on himself got a severe allergic 
reaction, whereas no reaction occurred with that 
made for human use. 


James W. Miller, M.D., Greensburg, Ky. 


Answer.—Under section 507 of the Food, Drug, 
and Cosmetic Act, the standards of identity, 
strength, quality, and purity for veterinary and 
human penicillin are the same. With few exceptions, 
the standards are the same also for veterinary and 
human streptomycin, dihydrostreptomycin, chlortet- 
racycline, tetracycline, bacitracin, and chloram- 
phenicol. If an allergic reaction is obtained with a 
bottle of penicillin labeled as veterinary and later 
the same patient failed to react with a bottle of 
penicillin labeled for human use, the reaction is not 
related to the drug but to the allergic state of the 
patient. 


DIVERTICULITIS 


To THE Eprror:—What is the dosage of and manner 
of prescribing barium sulfate in the treatment 
of diverticulitis? M.D., New Jersey. 


ANnsweR.—Barium sulfate, either taken by mouth 
or given by enema, was formerly used as a treat- 
ment of diverticulitis. Today it is generally not 
considered good treatment. 


NARCOTICS AND GLYCOSURIA 


To tHE Eprror:—Can the use of narcotics (includ- 
ing marihuana) cause sugar in the urine without 
the presence of clinical diabetes? Can it elevate 
the blood cholesterol level? Would such persons 
show evidence of liver damage as demonstrated 
by laboratory tests? M.D., Illinois. 


Answer.—There is no evidence that the chronic 
use of narcotics (opiates and synthetic analgesics ) 
or marihuana can cause sugar in the urine or in- 
duce liver damage. No reports have been noted on 
the effect of narcotics on the blood cholesterol 
level. These drugs induce moderate hyperglycemia 
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in sufficient dosage. Patients addicted to narcotics 
frequently eat an inadequate and unbalanced diet 
with a preponderance of “sweets”; consequently, 
pathology is often observed which is related pri- 
marily to the defective diet rather than to the use of 
narcotics per se. 


COOKING FATTY ACIDS 


To tHe Eprror:—To what extent does heat used in 
cooking (pan frying, baking, pressure cooking, 
and deep fat frying) alter the degree of unsatur- 
ation of fatty acids present in the commonly 
used cooking oils? 


James L. Turner, M.D., Oakland, Calif. 


Answer.—According to Deuel ( Lipids, New York, 
Interscience Publishers, Inc., 1957), the tempera- 
ture at which polymerization occurs is at a higher 
level than that to which food fats ordinarily are 
subjected. Generally, polymerization will only occur 
when these high temperatures are maintained for 
periods of 8 to 12 hours. Therefore, there is ap- 
parently little possibility of the unsaturated fatty 
acids being polymerized under ordinary cooking 
conditions. 


HEMOGLOBIN LEVEL IN CHILDREN 


To THE Eprror:—To estimate the hemoglobin level 
in children, a colorimetric method is being used 
by some workers. A finger of the child is in- 
serted into such an apparatus, and, without the 
skin being pierced, the hemoglobin level is esti- 
mated by transillumination. Can even remote 
accuracy be achieved with such a method? 


H. H. Neumann, M.D., Elmont, N. Y. 


ANswER.—Such a method is employed to measure 
oxygen saturation of the blood, but it could not 
give an accurate measurement of hemoglobin con- 
centration. 


COMSTOCK SYRINGE 


To THE Eprror:—It is deduced from a quotation in 
Himes’ “Medical History of Contraception” 
(Baltimore, William Wood & Company, 1936) 
that the Comstock syringe is some sort of vaginal 
douche apparatus. How does it work? 


M.D., Massechusetts. 


ANsweR.—The Comstock syringe is used for 
cleansing the vagina for purposes of contraception. 
It consists of a tubular speculum made of either 
rubber or glass. At one end is a large rubber bulb. 
The bulb is filled with fluid and the instrument in- 
serted into the vagina; the fluid is then expressed 
by pressure of the bulb and withdrawn back into 
the syringe when the bulb is released. This cleanses 
the vagina thoroughly. 
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